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QDTURNING POINT

COLLABORATING FOR A NEwW CENTURY IN PuBLIC HEALTH

April 28,2000
Dear Friends:

The new millennium isupon us. It isatime of celebration and excitement. We celebrate the
achievements that have been made and ook forward with anticipation to the future. While public
health should celebrate its achievements, looking ahead and planning for the future demonstrates
wisdom. We are all stewards of community health and obligated to serve wisely. The next century
marks a critical opportunity to do just that.

This report marks the conclusion of the Virginia Turning Point strategic planning initiative.
A collaborative effort between the Virginia Department of Health and the Virginia Hospital &
Healthcare Association to strengthen public health in the next century. In these two short years,
Turning Point has reached out to the community and asked, “what are your health concerns’ and
how should they be addressed?’ Responses to those and other questions have stimulated critical
thinking about the future roles and responsibilities of public health.

Throughout this report you will see the fruit of Turning Point’slabor. Itistruly amazing to
see what can be produced when citizens, organizations, and leaders put their heads together to devise
creative solutions to current community health problems

In order to maximize health in the community can we ever be satisfied with the status quo?
The answer isaresounding no! Strategic planning and preparing for the future must be an ongoing
activity for organizations public and private. Turning Point has taught public health that it must
continue to seek new dialogue with avariety of partnersin order to solve community health
problems.

When theideaof Turning Point beganin 1997, wewondered if it would work? The short answer
- itmust, if wearetoimprovethe health of our communities. | am proud of thiseffort and our
accomplishments. Turning Point has achieved many goals—the most important has been increased
awarenessof thevalueof prevention activitiesto enhancethehealth of dl Virginians. Thoseeffortswill truly
make ushedthier asindividuas, communities, Virginiansand Americans. Thebiggest payoff will, of course,
befor our children. With continued support form the Robert Wood Johnson foundation, Turning Point will
have an opportunity to do moreinthe next four years. Thank you for your interest inimproving the health of
dl Virginians

Sincerely,

7 £ b

Lester“Skip” Lamb
Seering Committee Chairman






EXECUTIVE

In January 1998, Virginiaembarked on acritical journey. Thisjourney of discovery enabled public
health and its partners to probe the strengths and weaknesses of the public health system and
community health in general to determine what changes needed to be made to ensure healthy
communities in the next century. The process was demanding. The national sponsors, the Robert
Wood Johnson and W.K. Kellogg foundations, were looking for an assessment of public health, its
mission, roles and responsibilities at both the state and community level. They requested that these
efforts be done in collaboration with other community stakeholders. Efforts were geared toward
grassroots community development as well as policy initiatives at the state level. This bifurcated
process was designed to try and identify as many concerns as possible — to leave no stone unturned.
The result of thistwo-year effort — a strategic plan to strengthen and transform Virginia s public
health system in the next century. Virginiaisfortunate that three localities are also participating in
this strategic planning effort, the city of Norfolk,

Prince William County and the New Century
Council (comprised of cities and counties that
surround Roanoke).

Member Organizations

Virginia Hospital & Healthcare

The Virginia Department of Health and the Virginia
Hospital & Healthcare Association joined forcesto
complete the assessment and craft solutions. They
were not alone. Other community stakeholders
share in the vision and implementation of Turning
Point. Together these organizations are working to
improve the health of Virginia s communities.

Turning Point began its strategic planning effort
with four specific goalsin mind.

Community Outreach: Reach consensus among
diverse stakeholders and decision-makers at the
state and community levels on their roles and
responsibilities for public health.

I mproveUnder standing About Public Health:
Improve state and local policy leaders
understanding of and value for the contribution that
public health agenciesand their partnersmakein
creating and sustaining health communities.

Association

Virginia Department of Health

Virginia Chamber of Commerce

Virginia Public Health Association

Medical Society of Virginia

Virginia Association of Health Plans

Virginia Department of Environmental
Quiality

Virginia Department of Mental Health,
Mental Retardation, and Substance
Abuse Services

Virginia Department of Medical
Assistance Services

Joint Commission on Health Care

Virginia Health Care Foundation

Baptist General Convention of Virginia

National Conference for Community
Justice

Virginia Association of Local Human
Services Officials

United Way of Virginia

University of Virginia Health Sciences
Center

Local Turning Point partnership
representatives.




I ncreasel nformation-Based Decision Making: Placepublic heathleadersand their partnersinthe
pivota roleof devel oping, collecting, anayzing and sharing datathat support information-based decisons
for Virginiascommunities.

Enhance Workfor ce Education and Training: ensure that the Commonwealth has a skilled
workforce to perform core public health functions in order to improve the health of Virginians.

Y ear One was straightforward and relatively ssmple. Gather information from the community
through polling, focus groups and research. Use that feedback to identify critical areas of concern.
Access to Care, Communicable Disease Control, Environmental Health, Health Education and
Communication, and Health Information were seen as the most crucial elements to arobust public
health system. Future efforts would be focused in these areas.

The tough work began in Year Two. Workgroups were created to analyze, expose gaps and
obstacles and seek consensus among diverse interests. Turning Point isindebted to these individuals
for an amazing work product. Twenty-six specific implementation strategies were crafted to
strengthen public health in the next century.

These decisions were not made in isolation. Turning Point commissioned two studies to provide
guantitative and qualitative research findings. The performance and capacity study compared and
contrasted state and local perspectives on core public health functions and essential public health
services. Researchersidentified several areasfor improvement in how the Virginia Department of
Health serves the health of the public. In addition, Steering Committee members participated in a
scenario planning exercise to envision healthy communitiesin the future.

Evaluating the nature of Virginia slaws, statutes and regulations that govern public health practice
was another critical research component for Turning Point. Consultants reviewed the constitutional
statutory and administrative laws and interviewed key public and private health leaders. Generaly,
Virginiawas found to be ahead of the nation in terms of its public health statutes. There were
several areas identified by the consultants for improvement. They suggested in order to ease
understanding and ensure the law is upheld, Virginia should consider consolidating disease
classifications and strengthening health information privacy rights.

Steering Committee membersworked to identify thetrendsand forcesthat affect public health and develop
strategiesto achieve success. Critical areasthat were expected to haveamajor impact on public health by
the Year 2010 were: advancesin technol ogy/information systems, the aging popul ation and political change.
Steering Committee membersdevised aseriesof strategiesto achieve Turning Point’'sgoals.

Throughout this two-year process, Turning Point created a plan to improve community health. The
Robert Wood Johnson Foundation has chosen to provide critical implementation funds for states to
continue health improvement efforts. Rather than choose one of the twenty-six potential strategies,
Virginia elected to combine several strategies from the workgroups into a Community Health
Improvement Project. The project incorporates the elements of assessing the economics of
prevention, community health needs assessment and public awareness. Thisimplementation
strategy will ensure that Virginians will identify health concerns, develop strategies that will have
the greatest impact and create greater awareness of health issues in the community.



Because public health issues and concerns cross state lines, the Robert Wood Johnson Foundationisalso
funding severd collaborativeactivitiesfor multi-state participation. Virginia s Turning Pointinitiative has
chosento apply for two national collaboratives: Leadershipand Social Marketing. Thereisthe potential
for Virginiato participatein both collaboratives. Throughthisinitiative, Virginiawill not only addresshedlth
concernswithin our borders, but sharein hedthimprovement for all Americans.

Public healthis at a crossroads. In order to prepare for the next millennium, public health reached
out to partner organizations at the state and local level to develop common solutionsto critical
community health needs. Turning Point has identified strategies to strengthen public health in the
next century. The stageisset. Our success will depend on continued collaboration and refining the
overall vision of improving the health of our communities.






TURNING POINT

Virginiais arelatively healthy placeto live, work and raise afamily. Why isthat? And does
everyone think so? What makes Virginia a healthy place to live? Isit our booming economy, health
carefacilities, excellent education opportunities, natural resources? Yesitis- butitissomuchmore. The
absence of disease, effortsto reduce chronicillness, smoking prevention programs, strengthening thefamily,
restaurant and health carefacility inspections, and emergency medical programsamong other activitiesall
contributeto the health of the community.

The health of the community is areflection of the health of its citizens. How healthy are you? What
do you or can you do to contribute to a healthy community as well? Eat right and exercise, don't
pollute. While these daily activities make you feel better they also strengthen the health of the
public, generally. Community lies at the heart of public health. The W.K. Kellogg Community-
Based Public Health initiative stated, " Success with public health policies and program depend upon
the extent to which they reflect the communities values and priorities."”

In order to design a public health system that better reflects the needs of the community, Virginia
applied to participate in an initiative called Turning Point.

Turning Point is a strategic planning grant that was awarded to fourteen states by the Robert Wood
Johnson and W.K. Kellogg foundations in December of 1997. The Virginia Department of Health
(VDH) and the Virginia Hospital & Healthcare Association (VHHA) were awarded the grant in
Virginiato strengthen public health in the Commonwealth to better face the approaching health
challenges of the new millennium. The partnership between VDH and VHHA highlights one of the
most basic principles of the Turning Point initiative: the collaboration between the public and private
sector to maximize community health.

The Robert Wood Johnson and W.K. Kellogg Foundations awarded grantsto both state-level projectsand
local partnerships. Turning Point has asked these groupsto improve public health together through a

strategic planning process. Thisprocesshas
included: planning to _ addresspublic hedth
chalenges; restructuring The key issues that arose from the publichedth agencies

public out of these interactions were:
Access to Health Care,
Environmental Health,
Communicable Disease Control,

evauatingtheuseof
financia and human
implementing loca plansas

where appropriate;
technology; analyzing
resources needed; and

directed by local and Health Education & Communication, datepriorities. Virginias
threeloca partnerships, and Health Information. the City of Norfolk, the
New Century Council, andthePrinceWilliam
Partnershipsfor Hedlth, havegoneintotheir

communitiestogainlocal input into their strategic planning process. Interestingly, many of thekey health
issuesthat aroseinlocal forumswere also mentioned by the statelevel workgroups. For instance, both the
stateand local partnershipsfocused on environmental health asakey areato addressin planning for the
future of community hedlth. Virginia's Turning Pointinitiativeisled by atwenty-five member steering



Turning Point
Steering Committee
Members

Sandra D. Bowen, Senior Vice
President

Virginia Chamber of Commerce

Ron Carlee, Legislative Chair

Virginia Association of Local
Human Services Officials

Pat Finnerty, Executive Director

Joint Commission on Health Care

Robert W. Glenn, Jr.

The Issues Management Group

Cora Gray

Virginia Public Health Association

Jonathan R. Katz, Rabbi

Prince William Interfaith Volunteer
Caregivers; Congregation Ner
Shalom

Richard Kellogg, Commissioner

Virginia Department of Mental
Health, Mental Retardation &
Substance Abuse Services

Lester L. "Skip" Lamb, Chairman

Virginia Board of Health

William L. Lukhard

United Way of Virginia

E. Anne Peterson, MD, MPH, State
Health Commissioner

Virginia Department of Health

Deborah D. Oswalt, Executive
Director

Virginia Health Care Foundation

Lynn Warren, Director of Policy

Virginia Association of Health Plans

Robert Reynolds, MD, DrPH, Vice
Provost for Health Sciences

University of Virginia Health
Sciences Center

Laurens Sartoris, President

Virginia Hospital & Healthcare
Association

Cessar L. Scott, Executive Minister

Baptist General Convention of
Virginia

Dennis Smith, Director

Virginia Department of Medical
Assistance Services

Jeff Spence, D.Min

National Conference for Community
Justice

Shirley Tyree

Norfolk City Health District

Kenneth D. Tuck, MD, Past President

Medical Society of Virginia

committee comprised of anumber of key stakeholdersinthehealth
careddivery system, faith community, stateand locd officids,
education, businesscommunity, and non-profit organizations.

Turning Point has had a significant impact on public health in
Virginia. Systems change can take time and steps forward are
crucial to maintain momentum. As the process unfolded, several
recommendations have already been implemented to strengthen
public health. For instance, advances in telemedicine stemmed
from Turning Point research. Turning Point has also provided
the newly appointed State Health Commissioner information on
public health issues critical to Virginiaand a stronger basis for
the use of strategic planning in the agency’ s decision making.
Turning Point has shown public health leaders across the
Commonwealth that systems change is unavoidable in the
current health policy environment and now isthe time for the
key playersto adapt, grow or be left behind. Turning Point is
already helping the Virginia Department of Health change to
meet the needs of the new millennium. Initsfirst year, Turning
Point focused on community outreach for the purpose of
determining the public's perceptions of health needs and
governmental public health agencies. Thisinformation was
gathered through group presentations, regional forums, key
informant discussion groups, and a statewide tel ephone survey.
Turning Point sought information about critical health concerns
and how those concerns should be addressed. The key issues
that arose from the public out of these interactions were: Access
to Health Care, Environmental Health, Communicable Disease
Control, Health Education and Communication, and Health
Information. Thesefive key areas were stressed by Virginians
as prominent health concerns now and in the future. At the
conclusion of thefirst year, the Steering Committee published an
interim report that highlighted outreach activities.

In the second year, Turning Point formed five workgroups, each
one charged with examining one of the five key areas. These
workgroup consisted of health care leaders with specific
knowledge and expertise in their respective field. Individuals
representing diverse groups both internal and external to VDH
were represented. The five workgroups met through the summer
of 1999 to analyze the issues and formulate implementation
strategies. These papers outline specific steps to improving
public health. Each white paper presents several implementation
strategies that involve partners in public health working together
to meet future community health needs.
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In addition to workgroup activities, Turning Point al so spent its second year ng the health
department's central officeand health districts ability to carry out the corefunctionsof public health. Public
hedlth practiceisbased inalegal framework, Turning Point hired alegal consultant to evaluate Virginias
public healthlaws. Also, both the Virginia Turning Point Steering Committee and thethreelocal
partnerships participated in scenario planning exercisesthat asked them to look ahead ten yearsto envision
Turning Point'simpact on public health. Inthisexercise, theimportance of prevention activitiesand
community partnershipsinimproving public health wereidentified asvery important to enhanced community
hedth.

Consumers are often forgotten when systems change is contemplated. Turning Point conducted a
specific survey of citizens that utilize primary health care servicesin VDH's clinic settings as well as
environmental health customers across the state. These activities impacted decision makers and are
discussed in greater detail later in the report.
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HISTORICAL

Public hedthin Virginiahasarich history that has brought the Commonweal th from colonia Jamestownto
what isnow considered the sixth healthiest statein the nation. 1n 1610 settlerspassed thefirst sanitation
lawsand throughout theyears Virginiahasbeen aleader in public heath. Many of public hedth's"firgs’
happenedright herein Virginia. The Commonwed th devel oped some of the nation'sfirst public safety laws,
thefirst permanent city board of health, and thefirst tubercul osistraining school for negrowomeninthe
1900s.

Inthe 1700s, public heal th was mainly concerned with the devel opment of local quarantineregulations.
Petersburg passed one of thefirst public safety lawsinthe country prohibiting the use of wooden chimneys
in1748. Later that century, thefirst permanent city board of health was established in Petersburg. The
1800s saw thislegacy of leadership grow further. Nationally, public healthin the nineteenth century involved
the devel opment of sanitation regulations, hygienic laboratories, and vital statisticsrecords programs.
Virginiaalso devel oped vital recordsprogramsin 1853 by passing alaw compelling theregistration of births
and deaths. Other laws passed in the Commonweal th alowed for the vaccination of the poor by their
overseersand authorized municipa authoritiesto requirevaccination. Thestate board of health was
permitted by a1872 law which wasfollowed in 1896 with thefirst appropriation to the board of $2,000.

Asthe United States entered the twentieth century, nationally the Public Heal th Service concentrated on
researching and investigating public hedthissues such aspollution and immigrant health. Theearly 1900s
werean age of bacteriology and laboratory devel opment; the"medicalization” of public heath. In 1908 the
VirginiaState Board of Health wasreorganized into the State Health Department. Two yearslater the

1610: First sanitation law was
passed in Jamestown

1631: The Colony of Virginia
passed an act for the collection
of vital statistics

1777: Persons with small pox or 1910: The Bureau of Sanitary
other contagious diseases were Engineering was created to
Vir g inia required by law to leave the road supervise public water supplies, 1921_: Bureau .OT Tuberculosis
on the approach of other persons sewage, sewage treatment and Education and Division of Mouth
swimming pools Hygiene created
P:'t;ﬁtcomgfth Pre-20th Century Early 1900s 1920s
1700s: Local quarantine The National Public Health Influence of bacteriology wanes
National regulations Service was created Local health departments expand
1800s: Sanitation regulations (investigation, research, pollution Federal government becomes
and some vital statistics and immigrant health) technical and financial resource for
Age of “bacteriology & the states
laboratories Avg. life expectancy - 54.1 years

Medicalization of Public Health
Avg. life expectancy - 47.3 years
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legidature provided the State Heal th Department the authority to adopt, promulgate, and enforce reasonable
rulesand regulationsfor the protection of the public health. With this power, the agency spent most of the
early twentieth century fighting tubercul os sand devel oping vital statisticsprograms. Public healthbeganto
separatefromthe private provision of hedth careinthiseraand thefederal government emerged asthe
technical and financial resourcefor public health departments.

It was mid-century when Virginias health departments began assuring medical careto citizens. In1941the
Materna and Child Health Hospitdization Plan began for medically indigent maternity casesand infants.
Thisdecadewas also marked by communicabl e diseasesbeing replaced by heart disease, cancer, and
accidents, astheleading causes of death inthe United States. Inthefifties, Virginiapassed legidation
permitting astate-local partnership for Local Health Services. Thispartnership till existstoday and it
servesasthefoundation for the provision of servicesinmost health digtricts. Inthesixties, thefedera
government established Great Society programslike Medicareand M edicaid that focused onthe medical
careof individua patients. Theimportance of traditional public health issues(communicable disease control
and environmental health) was surpassed by government support for community health centersand mental

hedthsarvices.

Throughout the seventies, VDH devel oped an emergency medical care system for the Commonwealth as
well asthe State Health Planning system. Nationally, public health becameincreasingly associated with care
for themedically indigent. Health departmentsacrossthe country became providersof last resort for the
uninsured and Medicaid patientsrejected by the private sector. Theresourcesand energiesof public health
agencieswerefocused onthe provision of direct care services. Virginiawasno exception. Infiscal year
1971, thetotal amount of payments made to medical providersfor medical care and servicesto Medicaid
recipientsin Virginiaequaled over fifty four million dollars. These numberscontinued toincreaseintothe
eighties, with theamount of money VV DH spent on providing servicesto un- or underinsured individuals
exceeding one hundred and forty six million dollarsin the 1986-87 fiscal year. Thisincreasein spending
wasaccompanied by cutsinfedera funding and theingtitution of block grants, inturn requiringlocal and

1930: An Actwas passed to
authorize cities and counties to
establish a Monquito Control
District

1947: The Division of
Tuberculosis Control created
1948: Division of Alcohol Studies
and Rehabilitation was
established. Virginia was the first
state to have such a program

1954: Legislation was passed
creating the State-Local
Partnership for Local Public Health
Services

1960: The Pap Smear Program
for cancer was started in all
Maternal and Child Health Clinics
1965: The statewide Family
Planning Program was initiated
1968: Establishment of
Emergency Medical Services
1969: Medicaid program created

1930s

1940s

1950s

1960s

New Deal & Social Security Act
of 1935 provide a boost to Public
Health

Congress moves to categorical
funding for Public Health

Avg. life expectancy - 59.7 years

Predecessor of Centers for
Disease Control bornto control
malaria

Hill-Burton Act passed to address
accessto care concerns

Heart disease, cancer and
accidents replace communicable
disease as leading causes of
death

Avg. life expectancy - 62.9 years
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Medicine and biomedical

research claimed credit for
conquest of communicable disease
- funding follows

Health became equated to

access to acute care services
Public Health failed to develop
programs for chronic disease
Private foundation helped assure
success of polio vaccination effort
Avg. life expectancy - 68.2 years

War on poverty and other “Great
Society” programs focused on
access to care, not public health
Medicare established
Environmental functions started to
be split off into separate agencies
Avg. life expectancy - 69.7 years



state governmentsto provide agreater percentage of public heath funding. Themost recent figuresshow
that infiscal year 1997 the amount spent providing personal health servicesto 987,000 individual sincreased
to amost two hundred and saventeen million dollars.

Faced with the advent of managed care and consolidation, health departments acrossthe country aretill
faced with increasing demandsontheir limited resources. InVirginia, VDH hasbeen dedlingwitha
reductioninrevenuesover thelast severd years. Even so, health departments continueto provide services
toindividualsand communities, touching over 850,000 liveseach year. Some of the new and innovative
programsthat VDH hasinitiated in therecent yearsincludethe VirginiaFatherhood Campaign and Partners

in Prevention. Both of these programslink the health department with community |eadersto partner for
outreachtoimprovepublic health. VDH aso developed SenateBill 712, aninitiativeto providequality
oversite of managed hedlth careplans.

VDH serves the Commonwealth through a central office and 35 health districts made up of 119 local
health department sites around Virginia. The central office consists of statewide executive
leadership as well as sixteen statewide program offices. Central program offices provide
operational, technical, and administrative support to health districts. Virginias health districts range
in sizein terms of population and geography. Some health districts are comprised of one city, such
as Richmond. Other districts are comprised of up to 10 counties, such as the Three Rivers health
district. Three of Virginias health districts (Fairfax, Arlington, and the City of Richmond) have
chosen to be locally administered and their staff are local, not state, employees. All health districts
are required by law to provide certain mandated services that include environmental health, maternal
and child health, and communicable disease control. Many other services are provided by health
departments, but these vary from locality to locality based on priorities, resources, and staffing.

1973: Medical Care Facilitites
Certificate of Public Need law
adopted; created to encourage and

1985: Virginia entered into a tri-
partite agreement with the
United States Public Health
Services and the Virginia
Primary Care Association to plan
and promote the delivery of
primary care services in

1990: Primary Care law adopted.
Focused on medically
underserved areas, scholarship
and loan programs and area health
education centers

1990: Minority Health Advisory

2000: Turning Point
implementation grant to facilitate
community health improvement

promote health planning medically underserved areas. Committee established goals
1970s 1980s 1990s 21st Century
Health departments became Reduction of federal funding and Managed care & consolidation Healthy People goals by decade

providers of last resort for
uninsured and Medicaid patients
Provision of direct care consumed
more energy and resources within
Public Health agencies

Avg. life expectancy - 70.8 years

institution of block grants

AIDS epidemic

The Future of Public Health
published

Avg. life expectancy - 73.7 years

Mandatory HMOs for Medicaid
population

Health departments face a decline
in Medicaid revenue

Avg. life expectancy - 75.4 years

Bioterrorism concerns fuel
development of new public health
strike force terms
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GOAL AREA

Reach consensus among diverse stakeholders and decision-makers at the state and community
levels on the roles and responsibilities for public health functions.

COMMUNITY OUTREACH

A criticd first step inthe Turning Point processinvolved gaining an understanding from the community
about what they know about public health, what their critical health concernsare and how they think those
health concerns should be addressed. Virginiachoseto reach out to the community in an attempt to answer
thosequestions. Turning Point, by itsvery design, iscommunity driven. Thegrant focused onidentifying
health needs at the community level. Theissues Turning Point examined over the course of thefirst year
provided focusfor the activities of the second and ultimately led to the proposed implementati on strategies
containedinthisreport.

Turning Point recognized that a variety of approaches to reach the community and engage
individualsin a discussion about health were necessary for success. Initialy, the grant identified
three key strategies, atelephone survey, key informant discussion groups, and regional forumsto
achieve community outreach. At the conclusion of year one, Turning Point developed an additional
survey strategy to pose these critical questions to individuals who utilize the environmental health
and clinic services of local health departments.

TELEPHONE SURVEY

Turning Point contracted with Professional Research Consultants, a health care market research
firm, to gauge opinions about and current understanding of public health services. The survey was
designed to inform citizens about current public health practices, ask about their level of knowledge
regarding public health services, determine which areas of public health were the most important,
ascertain which areas of public health were most effective, and gain insights into citizens most
pressing health concerns.

The sample design used for this study involved arandom sample of 800 individuals throughout the
Commonwealth of Virginia. Any household with a phone had the potential of being contacted for
this survey (the survey does not reflect the opinions of individuals without that basic service). Given
the sample size, results may be interpreted using a +/- 3.5% maximum rate of error at the 95 percent
confidence level.

The vast majority (90%) of respondents felt that public health services were essential to protect the
community's overall health. When asked to rank the importance of servicestypically provided by
governmental public health agencies, the highest factorsin importance were found to be:

1. Ensuring safe drinking water;

2. Having trained Emergency Medica Servicespersonnd; and

3. Immunization programs.

17



Thesurvey resultschalenge usto think more holigtically about community health. 1nafollow-up question,
themost pressing health concernscited for communitieswere pollution and cancer, and thisconcernis
borneout ingtatistical data. Intermsof reducing the burden of chronic disease, Virginiacontinuesto exceed
the national average of age-adjusted death ratesin cancer, heart disease and stroke.

Virginiansal so were asked where more public health money should be spent. Thetop responseswere
public health education, prevention activities, and hedlth carefor the uninsured.

The telephone survey confirmed some suspicions regarding the level of understanding about public
health by the general population. When asked: "Can you name one service provided by your local
health department?’ 35 percent of respondents could not come up with asingle activity or program
sponsored by their public health agency.

Approximately 17 percent of respondents felt that their local health departments should concentrate
primarily on providing preventive health servicesto the general community, while 9.2 percent
believed medical care services for the uninsured should be the key area of emphasis. Most
respondents (69.5%) said that local health departments should remain focused on both effortsin
some capacity. The complete survey questionnaire is contained in Appendix B.

KEY INFORMANT DISCUSSION GROUPS

To gain community insight on issues of importance to the Turning Point initiative, statewide
discussion groups were conducted with community leaders. Participants represented key
constituencies including: business, community-based organizations, consumers, developers,
education, the faith community, health care providers, insurers, local government, public health
professionals, public saf ety representatives, and other advocates.

In preparation for thefocusgroups, participantswereintentionally not Quotations from Key
provided with background material in advance. Thiswasdoneto ensure Inform ac?t Discussion
roups

that opinionsexpressed were based on their current understanding of
community healthissues. Thediversty among theparticipants, together
with their relative knowledge of health careissues, madefor active
discussion. The participantswere asked to envision thefuture of public

Duplication of services
needs to be addressed...

h%lth, and Wel’eOpen md hona with bOth the r Cr|t|C| Smsand thell‘ Do not look for a cookie-
suggestionsfor improvement. cutter approach...

Most participants were well-versed in their knowledge of the duties Is there the political will to
of the public health department and were ableto identify numerous change?

issues. prevention, education, wellness, environment, immunizations,
communicabledisease, datacollection, clinical services, water and air quality, septic tank inspections,
restaurant inspections, etc. It waspointed out that the over-arching responsibility of thelocal health
department wasto carry out state mandated services. However, it wasrecognized that partnershipsand
collaborative effortsvaried from oneregionto another and that it was difficult to consistently identify Virginia
Department of Health responsibilities. Unfortunately, thelocal health department remainsthelikely target for
those seeking whatever services cannot befound elsewhere. Participantsresisted therequest torank the
importance of thesemajor responsibilities, but it was clear that heal th education wasthe consensusopinion
for top priority.
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Local health department roles, asarti cul ated by participants, varied considerably by locality. The
participants recognized this distinction and believed regional solutions were appropriate.
Accordingly, many local health departments have taken on arole that fillsin the gaps of the given
locality. Without any noted exception, the participants believed that it was time for the rolesto
change. Only a small number of participants thought that the Virginia Department of Health should
try to provide clinical or primary care services. Participants understood that many local health
departments have become the providers of last resort and have been relegated to arole of filling gaps
within the local community. The participants consensus was that the state should identify mandated
programs and provide overall coordination of health programs, while scaling back on direct primary
care service delivery. They strongly felt that clinical and primary care services could be provided
by the private sector. Participants articulated that discussions regarding barriers to accessing health
care serviceswere of ten misunderstood, and that there was need for community education to teach
appropriate methodsfor accessto care, especialy for those without healthinsurance.

Participantsvaried in their opinion of the number onehedlthissuefacing
Consistent responses  their communitiestoday. Consistent responsesincluded: substance abuse,

included: lack of dental services, menta hedlth, sexudly transmitted diseases,
* Substance abuse teenage pregnancy, available medication for the poor and el derly, access
* Lack of dental services  towellness-based health care, and elder care. Perhapsthemost
* Mental health important issueand onethat should bethefocusof an public health

* Sexually transmitted education campai gn was getting peopleto accept responsibility for their
. _?_lseases own health and making acommitment to hedlthy lifestyles. Thishasbeen,
eenage pregnarcy and remains, one of themost significant challengesto both private

» Available medication . .
for the poor and elderly providersand public hedlth.

» Access to wellness-
based health care Generaly speaking, the participantsbelieved that basdline public health

« Elder care functionsshould beidentified and implemented. Most participantsfelt that
environmental and regulatory components should remain afunction of the
VirginiaDepartment of Health, and that animportant role of the statewas
to promote more partnershipsat thelocal level and replicate them where appropriate. Theclear rolefor the
VirginiaDepartment of Health was seen asoverall coordination of health servicesand establishment of an
overd| hedlth policy for the Commonwealth.

Communicating these changes and making sure nobody falls through the cracks are concerns that
need to be taken into account as any changes are implemented. Past examples were cited where the
state stopped providing certain services, which resulted in the private sector or the community
partnerships finding ways to fill the gaps. With proper planning and coordination, participants
believed that there was no reason why major changes in the focus of the Virginia public health
system could not be successfully implemented.

Duplication in the collection of health data was a known issue to participants, with virtually all of the
health providers, both public and private, spending time and resources on data collection. Various
examples were given where data was not being collected in auseful format. Several knowledgeable
partici pants questioned the benefit of the dataand complained about thelevel of timeand energy required
for collection when therewaslittle or no feedback on the datasubmitted.
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The consensusamong the parti cipantswasthat the goal for Virginia's public heath system should bethe
promotion of community health and wellness. It wasnoted that our society suffersfrominformation
overload and that current formsof information (typically intheform of brochures) werenot cost effective.
Most participants believed that an appropriate ongoing rolefor the Virginia Department of Health wasthat
of community health education. TheKey Informant Discussion Groupsreport iscontainedin Appendix E.

REGIONAL FORUMS

Seven Turning Point Regional Forums were designed to provide citizens with an opportunity to
voice their opinions on the health needs in their communities and give feedback on the future roles
and responsibilitiesof public health. Over 3500 invitationswere sent, and noticeswere posted on the
Turning Point website and in statewide and local newspapers. Inaddition, television and radio news
outletswere made aware of theforums.

In planning the seven regiona forums, it made senseto engage community leaders

to determine the most appropriate date, |ocation, and approach for gaining the Turning Point
information Turning Point sought. Regional planning teamswere created to Regional Fourms
ensure Turning Point wasresponsiveto local needs. * Abingdon

* Fairfax
Approximately 350individualsfrom around the state participated in regional * Fishersville
forums. One of the challenges recognized was that most of the individuals * Lynchburg
who participated represented organi zationsthat had avested interestinthehealth ¢ Oak Grove
of thecommunity. Unfortunately, therewasamost no general citizenry * Petersburg
representation. Inorder to gain amore complete understanding of community * Yorktown

hedlth needs, individualsand their concerns must be heard.

Similar to theK ey Informant Discuss on Groups, theseregional forumsprovided feedback that public health
efforts should focus on health education and working on accessto care challenges. Preventivecare,
communicable disease control, and regulatory environmenta health functionswere perceived ascritica roles
and respong bilitiesof public healthinthefuture.

CONSUMER SURVEY

An additional activity undertaken by Turning Point in its second year was a consumer survey of
clinic populations and individuals who interact with our environmental health specialists. It was felt
that these critical constituents were under-represented at the key informant discussion groups and
regional forums. Both those exercises seemed geared toward individuals who represented important
stakeholder groups - but not individuals in the community who interface with public health at the
service delivery level.

Turning Point distributed surveysacrossVirginia. They weredisplayedinfull publicview at eachloca
hedlth department and by public health nursesin primary hedlth care clinicsand environmental health
specidists. Thesamecritical questionsinvolving themost critical hedlthissue, how theissueshould be
solved, and by whom, were asked of consumersaswell.

It wasinteresting that the consumer survey validated research donethrough thetelephone survey of the
genera public. However, contrary to thefindingsfrom the key informant discussion groups, individualswho
areserved by the primary health careclinicsdo fed that the VirginiaDepartment of Health should continue
providing these health care services. Inan effort to gauge opinionsover time, Turning Point will encourage
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the Commonwealth Poll, ayearly survey of attitudes and opinions, involving among other thingsthe
provision of government services, to repeat the question - " Can you nameaservice provided by your local
health department?' Theresultswill indicateif Turning Point has been successful inraising awvareness of
thevaueof prevention activitiessponsored by the VirginiaDepartment of Hedlth.

The purpose of community outreach wasto determine areasthat public health needsto focuson
strengthening for thefuture. Turning Point learned that the publicisinterested in accessto care,
communicabl e disease control, environmental health, health education and communication, and heslth
information. One could arguethat the community hasalimited understanding of thevariety of programsand
servicesoffered by local health departments. Regardless of the outcome of the Turning Point initiative, the
above mentioned areas must be assessed to strengthen public health.

Turning Point learned that the
publicisinterested in:
» Accessto care
« Communicable disease control
« Environmental health
« Health education and
communication
« Health information.
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GOAL AREA

I mprove state and local policy leaders understanding of and value for the contributions that
public health agencies and their partners make to creating and sustaining health communities.

IMPROVE UNDERSTANDING ABOUT PuBLIC HEALTH

In an erawhere "image is everything" - public health definitely has a problem. Thereisageneral
lack of understanding about the breadth of services provided by the Virginia Department of Health.
In addition, decision-makersfail to recognize the impact of preventive services and the value that

work represents to the health of the community.

Turning Point attempted to reverse that trend. Initially, efforts to raise awareness among key
stakeholder groups were done through the Turning Point Steering Committee. At the initial meeting
members did not have a uniform understanding of the program and services offered by the Virginia

Department of Health. In-depth presentations on
health department activities were conducted so
Steering Committee members could articul ate
public health's mission, programs, services, and the
current state of affairs. Without that grounding in
history and present practice, Steering Committee
members would be unable to articulate afuture
vision for public health. At the end of this two-year
process, Steering Committee members are informed
and aware of the needs to improve the health of our
communities.

Our efforts did not stop at the small circle of
statewide stakeholder groups. Over the course of
the strategic planning grant process, Turning Point
was presented to numerous statewide, regional and
local groups both internal and external to the
Virginia Department of Health. The following chart
illustrates the groups that heard the Turning Point
message and offered feedback on the activities and
findings. Clearly our focusin year one was
outreach to the community. That priority is
reflected in the number of presentations conducted
during that time frame.

In an effort to reach broad audiences about the critical

need to strengthen the public health infrastructure,
Turning Point submitted severa articlesfor
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Year One:
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District Health Directors
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Division of Chronic Disease Prevention
and Nutrition

Environmental Health Managers

VDH Nursing Council

Joint Commission on Health Care
Chamber of Commerce Executives
Fairfax County Health Advisory Board
Alexandria Public Health Advisory
Commission

Crater Health District Advisory Board
Northern Virginia Access to Care
Consortium

Year Two:

Board of Health

District Health Directors

Office of Family Health Services
Nurse Managers

VDH Nursing Council

Youth Matters

Joint Commission on Health Care
Virginia Association of Local Human
Service Officials

Association of State & Territorial Health
Officials




publication. Reaching community decision-makerswasof paramount importance. Turning Point targeted
Connectionsand Town and City, monthly publicationsof the VirginiaAssociation of Countiesand the
VirginiaMunicipa League. Thesearticlesreachedlocal government officias. InVirginia, publichedth
enjoysauniquerelationship between the state and local government. Public hedthworkersare state
employees; however thebudget isacollaborativefunding effort made up of state general fund dollars
matched by localitiesand augmented by federal grants. Thisappropriation ensuresthat public health
programsand servicesare maintained in every Virginiacommunity. Becauseof thisrelationship- nooneis
wholly responsiblefor preserving the public'shedlth. Itisbothablessing and acurse, abenefit because
responsibility isshared - adetriment when oneleve of government reducesfunding and expectsanother to
addressany shortfall.

Oneactivity proposed in the Turning Point application that has not yet cometo fruitionisthe development
of aLegidator's Guideto Public Hedlth. A local department of health servesevery member of the General
Assembly. Therearelegidatorsaware of prevention activitiesintheir communities. However, Turning
Point believesthisto betheminority. General Assembly membersinterfacewith public health whentheir
congtituent hasaproblem: adelay in getting abirth certificate, therefusal to permit aseptic system, or the
closureof anursnghome. Thereisatremendousamount of effort to strengthen community health that
legidatorsmay not understand. Turning Point saw thisasan opportunity to raise awvarenessamong this
important group of policy makers. Initial researchinto thisproposal was conducted and aTable of
Contentswas prepared to create aresource document with sections devoted to the programs and services
implemented by the VirginiaDepartment of Health. Turning Point received feedback from public health
officials, legidators, staff and lobbyistsonthisproposal. Giventoday'senvironment of quick dissemination
of information in easily understood and digestibleformats, it was clear that such an effort would go largely
unused. Many responded that the resourcewould merely take up space on alegidator'sbookshelf.

Currently, the Virginia General Assembly isworking to completely automate the legislative session.
Turning Point chose to wait to implement this strategy until more legislators are on-line. In the near
future, the Virginia Department of Health should devel op aweb-based interactive resource that will
allow legislators to access information about public health programs and services and walk them
through critical public health processes - the ones on which they typically receive questions from
their constituents. Turning Point envisions a series of training modules that could be developed for
legislators and then tailored or modified for other audiences and purposes.

At the conclusion of our first year, Turning Point published two reports. Thefirst wasacomprehensive
document that chronicled the grant activitiesand findings over the course of 1998. Because Turning Point
intuitively understood that not everyonewould digest a80 page document on the needs of public health, we
also created a12 page promotional pieceto ensurethat individualscould easily understand the purpose of
Turning Point, our objectives, andinitial findings. Our year onereport and promotional piecewere
distributed to 500 and 2500 individuals, respectively.

It will be difficult to test the successful implementation of this Turning Point goal. One Steering
Committee member articulated that improved understanding of public health would be measured
through new voices advocating for prevention activities. The Virginia Department of Health needs
to develop and foster service provision partnerships. Increased interaction with community partners
will cultivate advocates outside traditional governmental public health agencies.
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GOAL AREA

Place public health leaders and their partnersin the pivotal role of developing, collecting,
analyzing and sharing data that support information-based decisions for Virginia's communities.

INCREASE INFORMATION-BASED DECISION MAKING
Virginiais drowning in data but starving for information.

It seems that information technology is currently a"buzzword" in public health. Around the country,
public health agencies are spending millions of dollars to develop information systems that collect
and analyze health data. Virginiaisno exception.

Turning Point heard from health care providersin Virginiathat they constantly submit health datatothe
state and rarely seeany information returned in ausablefashion. Therefore, lack of usable hedlth
information for decision-makers at the state and local level must be true aswell. Critical questions
that need to be answered include"arethe VirginiaDepartment of Health and other public health agencies
collecting the correct hed th information and what arethey doingwithit?’ Clearly, health careprovidersdo
not seetheintrinsic valueintheir current effortsto submit health-related datato the state. Itisnot known
how policy makersfedl about the dearth of reportsbased on critical community health information.

Budget directors cringe when they hear requests to support information infrastructure and probably
often wonder - is this shoving money down arat hole? Technology changesrapidly. What is
innovative today barely gets the job done five years from now. Millions of taxpayer dollars have
been spent automating databases and devel oping data warehouses. Where has it gotten Virginia? To
date, not very far. But that is not areason to stop funding our information infrastructure. In order to
improve community health, decision-makers need information on identified needs and programs that
work. Failureiscertain only if we take no action. Technology isaways changing. Forecasting
future trends in information management is arisky science.

Early on, Turning Point saw the advantages in information dissemination through the World Wide
Web. One of thefirst tasks undertaken in the initiative was the devel opment of aweb page found at
http://www.vdh.state.va.ustpoint.ntm. The web site includes background information,
presentations to groups around the Commonwealth, links to related web sites and a copy of the year
one and final report. Itisaresource guide for Virginians and others hoping to learn more about
Turning Point's efforts to improve health.

Virginiaisfortunate to have acomprehensive public health system - alocal health department servesevery
town, city and county inVirginia. Inorder to understand how best to strengthen the public health system,
Turning Point needed to know how effective arethe programsand services offered by the Virginia
Department of Health. Turning Point contracted with anational consultant to assessthe ability to carry out
the core public health functions of assessment, policy devel opment and assurance. Thepurposeof this
activity wasto determinewhat |ocal health departmentsare doing well inimplementing thefundamental
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public health practicesand where thereisneed for improvement. Thisactivity isdescribed in greater detail
later inthereport.

Oneof thechallengesof strategic planning toimprovethe health of the community involvesthequality of and
accessto hedthinformation. The collection, analysisand publication of health satisticsisoftena

protracted, cumbersomeprocess. Thebottom line- public health professiona sand their private sector
partnersarerarely abletoreview relevant statistical datainreal time. Too often, government agenciesat the
federa, state, andlocal levelsand individual swithin communities are required to make decisions about
improving health in apopulation without good data. Accesstotimely dataand the effectivenessof our data
systems have been said to be only asgood astheworst provider of information. Turning Point seeksto
changethat adage by improving datacollection, analysisand returning datato decision-makersinamore
timely manner.

The Virginia Department of Health has established critical goals to create an integrated health
information system based on the future roles and responsibilities of public health. The Virginia
Information Systems Integrated Online Network (VISION) will integrate and automate current
public health data systems. Goalsinclude: improving customer service through effective
automation; fostering public/private collaboration to improve access to primary health care services;
and working to assure the highest quality of health carein Virginia. All current data collection
instruments will be integrated into this system, allowing decision- makers to access needed data
easily and efficiently.

The devel opment of a secure network to support VISION currently is underway. Private physicians,
hospitals, community-based organi zations, government, public health professionals, and otherswill beable
tolink directly to the system and downl oad needed
satistica information. VISION will cresteacentraized
storehouse of information derived from multiple
programsand agencies. Thedatawill be organized for
analysisand providelinkagesto external datasources.
Theultimate goalswill beto alow timely dataaccessfor
expeditious decision making about critical health needs

The types of data that will be available
from the VISION data warehouse
include:

. Vital Records and Health
Statistics

Personal Health
Environmental

inthecommunity.
Regulatory
Administrative Unfortunately, themillennium hasgottenintheway of
Reporting

Census Data

Hospital Discharge Data
Centers for Disease Control
National Center for Health
Statistics data

progressfor VISION. Effortsto remediate automated
systemsand ensure compliancewith Year 2000
objectiveshave been madethe priority for information
systemswithinthe VirginiaDepartment of Health and
other public and private sector partners. TheVirginia
Department of Health remainscommitted to building the
VISION system as soon aspossible. Accordingtothe

VirginiaDepartment of Health's Office of Information Management, whilethe entire schedulefor
implementation of VISION hasbeen pushed back, full integration of the system should be operationa by
2001. Of course, thistimetableisdependent upon the general fundsnecessary to develop thesystem. The
public hedlthinfrastructure cannot be strengthened without adata system that collects, analyzesand returns
datato decision makersinatimely manner.

26



During the second year of the Turning Point initiative, the Steering Committee participated in ascenario
planning activity to envisiontheimpact Turning Point had on community hedlthtenyearsinthefuture. The
activity isdescribed in greater detail later inthereport; however, one of the principlesarticulated during that
processindicated that Turning Point encouragesthe development of aworld classhealth information
gsystem. VISION isastepinthat direction. Clearly, the Steering Committeeremainsvery supportive of the
VirginiaDepartment of Health'seffortsto enhance datacollection and dissemination capabilities.

One of the national objectives of the Turning Point initiativeisto look at both traditional and
emerging roles for public health. Technology has dramatically changed the way the business of
public health is practiced at the state and community level. The art and/or science of telemedicineis
no exception. Thistechnology offers a unique way to address the medical needs of individualsin
underserved areas. Turning Point staff researched telemedicine and explored opportunities for the
Virginia Department of Health to become involved in this new way of doing business. Currently,
there are three pilot sites at local health departments providing specialty medical consultations to
patientsin real time. Assuring accessto medical care servicesisarole of public health.
Telemedicine may provide a cost-effective way to evaluate the medical needs patients within the
community - with minimal disruption to their lives.

The enhancement of systems that allow decision-makersto develop, collect, analyze and share health
dataisacritical step toward arobust public health system. Without it, Virginiawill craft health
policy in avacuum. The ability to make informed decision and evaluate their effectiveness will
become even more critical in the yearsto come.
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GOAL AREA

Ensure that the Commonwealth has a skilled workforce to perform core public health functions to
improve the health of Virginians.

ENHANCE WORKFORCE EDUCATION AND TRAINING

As Turning Point seeksto strengthen Virginias public health system in the next century, we have to
assess the quality and quantity of our available tools to improve community health. The Virginia
Department of Health has a variety of programs and activities that work toward that goal. However,
this cannot be our only resource. As Turning Point has evaluated the strengths and weaknesses in the
Virginia public health system - one element has emerged. Virginiais fortunate to have a dedicated
public health workforce.

As public health agencies around the country are rethinking what they do and how they do it - the
most critical component to success is a committed, dedicated public health workforce. Throughout
the Turning Point process, as we seek new solutions to addressing health concerns, we also need to
consider how we retrain and develop our current workforce to make sure they have the competencies
needed to be effective in anew environment.

The Virginia Department of Health is comprised of approximately 4300 full and part-time
employees representing approximately 200 personnel classifications. VDH servesthe
Commonwealth through a central office and 35 health districts made up of 119 local health
department sites around Virginia. These personnel figures do not include the public health
workforce in the locally administered health departments Arlington and Fairfax counties and the city
of Richmond.

VIRGINIA DEPARTMENT OF HEALTH DISTRICTS

Loudoun

Fairfax Arlington

Alexandria

Prince William

Central
Shenandoah

Roanoke

Central Virginia

Cumberland
Plateau

New River

Mount Rogers

Lenowisco

Southside

West
Piedmont
I / \ Portsmouth

Pittsylvania/Danville Richmond Henrico Chesapeake

Tidewater | ,
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Whilepublic hedlthenjoysavery diverseworkforce, uptothispointit hasbeen fairly compartmentalized.
Program staff are often unaware of activitiesgoing on elsewhereinthe department. Inthiseraof muilti-
sector collaboration, public health workers need amore comprehens ve understanding of the current
programsand servicesoffered by local health departmentsaswell astrainingin new rolesand
responsibilities. Those new rolesinclude project management, partnership devel opment, assessment and
evaluation. Public health asweknow it today will bedifferent tomorrow. Solutionsfor tomorrow'spressing
community health needsrequire usto adopt new practicesand approaches.

Turning Point worked to raise awareness and build support among the existing public health staff for
the changing roles of public health. In addition to the web page and a series of internal
presentations, employees were updated on the activities and progress of the grant initiative through
broadcast e-mails from the state health commissioner. Employees were encouraged to follow-up
with the Turning Point Coordinator with questions, comments, and concerns. Public health workers
must be willing to assist in this transition if Turning Point is to be successful.

To improve the health status of Virginians, public health and private health care providers must aso
do abetter job of working together. Due to the time constraints of this two-year initiative, Turning
Point was unable to complete an inventory of continuing education opportunities around Virginia.
This goal should still be pursued. Staff should take advantage of existing education and training
opportunities. Theinventory should include public aswell as private sector training initiatives.
Greater exposure between public health workers, community leaders and health care providersin
educational settings will facilitate ongoing dialogue on how best to improve community health.
Efforts should be made to reach out to educators, health plans, hospitals, professional associations
and business owners to identify potential continuing education opportunities.

Turning Point hasworked to facilitate this coll aboration among the medical and nursing schoolsin Virginia
Itisestimated by the Public Health Foundation that Americaspends|essthan one percent of the health care
dollar on public health agenciesand programs. In Virginia, we need to work together to promotethe
benefitsof preventioninimproving the health of individua patientsand our communities. Turning Point
met with the deansof Virginiamedica and nursing schoolsto discusshow to best infuse prevention and
community hedlth principlesinto the curriculaand provideinternship training of futurehealth care
professonals. Oneway toincreaseunderstanding of theimportant role prevention playsin optimizing
community healthisto establish collaborative activitiesto addressapublic health concern. Usingthis
approach, medica and nursing studentswould work in the community onapublic health project. Public
hedlth professionals, physicians, hedth plans, local government officias, bus nesses, and community-based
organizationswould jointhemintheir efforts. 1t would providethe student with exposure to anumber of
critical community partners. Anadditiona benefit would comethrough theredlizationthat medical
management of individua patientsaffectscommunity hedlth.

Virginiawasfortunateto be selected aspart of afour state pilot program for the Centersfor Disease
Control (CDC) Foundation's Management Academy for Public Health. The CDC Foundation
recognized that capable managers and administrators are critical elements in the infrastructure of
local and state health departments. The project isbased at the University of North Carolinaat Chapel Hill.
Scholars(current public hedlth staff) receivetraining in the competencies needed to fulfill public health
respong bilitiesand the essentia skills- financia planning, human resource management, and communication
- required to carry out such responsibilities. Management academy participantsare obtaining asolid
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foundation in organi zational management and practica training in strategic planning, information systems,
finance, human resources, and other areas. Over the course of the next three years approximately 150
public health professiona sand their partnersthroughout Virginiawill participateinthisexcitinginitiative.

Virginiais also fortunate to participate in a collaborative public health eadership institute with four
other states: North Carolina, West Virginia, South Carolina and Tennessee.

Regardless of the outcome of the Turning Point initiative, changes are needed in the make-up and
skill set of the current public health workforce. The health care marketplace and public health
systems are in transition. The advent of Medicaid managed care and changes in home health care
administration has negatively impacted local health department's ability to generate revenue that
support core public health services. In Virginia, staff in local health departments |eave because those
revenue sources supported not only clinical but other public health programs. These services
continue to be critical to improving community health.

Work must be done to assess the training and professional development needs of the public health
workforce. Our ability to continue protecting the public's health depends on it.
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WORKGROUP

AsTurning Point entered its second year, fiveissues emerged ascritical componentstoward strengthening
public hedth. They wereaccessto care, communicabl e disease control, communication and health
education, environmental health and health information. Turning Point realized that obtai ning expert
opinionsfrom diverse stakeholderswas critical to addressing these concerns. Workgroupswere
established to identify the public health problem, envision success, and strategi ze concrete stepsto achieve
the successarticulated by members.

Workgroup memberswereasked to consider thefollowing: Public Healthisabout prevention - itisthe
primary focus. Public health operatesinapoalitica environment and itsfunding istied to the state'sbudgeting
process. Asworkgroups considered new strategiesfor thefuture- if they wereto beimplemented by the
public health workforce- training might be anecessary component to ensurethat current employeeshave
theskillsneeded tothriveinthefuture. Findly, thecollection, analysisand use of information reflect the
futureand al strategiesmust bear in mind that technol ogy may be essentia to success.

Membersrepresented interna Virginia Department of Health personnd in both the central and district
officesaswell asover 25 statewide organizations. Inaddition, each Turning Point local partnership was
invited to send representativesto ensurethat planning at the statelevel could beinfluenced by local efforts
and that strategies created could informlocal planning aswell.

Eash workgroup held meetings over the course of the summer.

Members discussed the current public health system and debated
many different ways to address the problems. The final work "The process was well
product was a series of white papersincluded in thisreport. Inthe managed and | actually
final analysis, members focused on strategies they felt either were feel like the strategies
the most critical to success or held the greatest promise to improve | that were developed have
health outcomes for alarge number of Virginians. promise and should be
implemented as soon as
Recommendationsfrom thefiveworkgroupswere discussed by the possible.”
Turning Point Steering Committee. Implementation strategieswere ATurning Point
cons dered along with scenario planning activities, theinternal workgroup mgem ber
assessment of the VirginiaDepartment of Health and the analysis of

public health lawsto select themost "robust”. Thosestrategieswere

considered for implementation funding from the Robert Wood Johnson Foundation. While Steering
Committee membersvalidated theworkgroup's actions, they wereresponsiblefor prioritizing the 26
implementation strategiesand i dentifying those addressing the greatest need or with the best chance of
success. Ultimately, Steering Committee members created acomposite strategy with elementsfroma
number of different workgroup proposal sto submit to thefoundation for funding.

Thefollowing white papersreflect theworkgroup members’ concernswith the public health system,
envision optimal public health performanceinthecritica area, and provide expert opinionson how to
achievethosegoadls. Itisclear that any suggestionsfor improvement of the public health care system will
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require buy-in from affected organi zations and constituencies. Turning Point will continueto build
partnershipsand work collaboratively to ensure astrengthened public headth system.
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ACCESSTO

EXECUTIVE SUMMARY

The lack of accessto care is a serious problem in many areas of the Commonwealth of Virginia.
Preventable or treatable health problems go untreated and become more severe because people either
cannot afford care or because thereis no local care available. A 1996 study by the Virginia Health
Care Foundation revealed that about 858,000 people, or 13% of Virginias population are uninsured.
Tens of thousands of other Virginians live in medically underserved areas, where there are few or no
local health care providers.

Determine VDH's Rolein Service Provision:

VDH needs to further examine its role as a prevention agency to define itsrole in the provision of
services. A better role may be to assure services without actually providing the services. In many
cases assurance may be more cost-efficient than direct service provision. If VDH does continue to
provide services directly, it should provide them in away that is consistent with common practice
guidelinesif possible.

Dental Care Access:
In addition to improving access to medical care, Virginia needs to take action to improve access to
dental health care. Among the strategies discussed in the "access' workgroup were:

[ | Recommending that dental services be added to the list of mandated services.
u Encourage VDH and Medicaid to work together on children's dental care issues.
[ | Improve scholarship and loan programs for dental students practicing in underserved

communities (dental shortage areas).
[ | Explore the feasibility of expanding the practice of dental hygienists.

Address the Cost of Prescription Medicines:

Increasing access to pharmaceuticals would greatly improve the health of Virginians. For some
patients, controlling or treating a disease with medication is far more cost effective and beneficial to
the patient than allowing the disease to progress to the point of hospitalization.

Unfortunately, the cost of prescription medications, particularly for chronic conditions, can be
astronomical. Many patients lack prescription coverage, and resort to taking less than the
recommended dose, taking the medication less often than prescribed, or not filling the prescription at
all.

Recent legidation now allowsfreeclinicsto use Commonwedlth of Virginianegotiated contractsfor
pharmaceutical purchases. The health department could use both Internet resourcesor the state purchasing
contract to providelower priced pharmaceuticalsto clients.

Re-Examining Mandated Services:

Changesin programslike Medicaid, and the newly proposed Family Accessto Medica Insurance Security
plan (FAMIS), may mean that some popul ations arereceiving health care serviceswhile other groups
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remain unserved. The Joint Commission on Health Care could study mandated services, ascould the
proposed Public Hedlth Ingtitute.

Assessing Community Health:

Turning Point needs to acquire atool to regularly assess community health needs in each of its 35
health districts. Once such a health needs assessment was completed, each community would
develop an action plan, specifying how it would overcome its particular local health care challenges.

BACKGROUND

Accessto health careisone component of the assessment function of public health. Itisaso oneof the
issues being studied by all fourteen Turning Point states. Thecritical questionremains: "lsaccessto health
carearight or aprivilege?'

Access to wellness-based health services was identified as a critical component of a vibrant health
care system during the Turning Point Key Informant Discussion Groups. Theissue of accessto care
also was studied in a September 1997 Health Care Summit hosted by the Virginia Department of
Health (VDH). Participants at this summit addressed numerous access issues including children's
health, Virginia's uninsured, and insurance based solutions, and concluded that these issues need to
be addressed by all playersin the health care arena, not only VDH.

Limited Federal Assistance:

Atthefedera level, one agency that worksto improve accessto careisthe Health Resource and Services
Administration'sBureau of Primary Health Care. Thisbureau administersHealth Professiona Shortage
Area(HPSA) designationsasapart of itsoverall mission of achieving 100% accessand zero health
disparitiesthroughout the nation.

If an area meets the criteria, it may participate in several federa programsincluding the National
Health Service Corps, the National Health Service

Corps Scholarship Program, the National Health
Service Corps Loan Repayment Program, the J-1 Visa The HCFA designations for Health

Waiver Program, and Rural Health Clinic Certification. Professional Shortage Areas are
based on three criteria for a given
All of these programstry to draw trained health geographic area:

professionalsto underserved areas. Asof May, 1999,

therewere 56 HPSA designationsin Virginia, primarily in 1. the geographic areas involved must

be rational for the delivery of health

central and coastal Virginia services

2. aspecified population-to-practitioner
Similar designationsaremade at the statelevel for ratio representing shortage must be
medically underserved areas. Virginia's Medically exceeded within the area; and
Underserved Areas(VMUA) may participateinthe 3. resources in contiguous areas
VirginiaMedical Scholarship and Nurse Practitioner/ Nurse must be shown to be overutilized,

excessively distant, or otherwise

Midwife Programs. Asof May 1999, Virginiahad 56 inaccessible.

designated HPSAsand 43 whol e countiesor citiesthat

weredesignated asVMUASs.
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Two Answers. Free Clinics and Community Health Centers:

Atthelocal level, freeclinicsand community health care centershelp address accessobstacles. Virginiahas
32freeclinics, morethan any other state. Freeclinicsprovide general medicine, referrals, lab and

diagnostic testing, prescriptions, and care coordination for patientswho otherwise cannot accesshealth

care. Community health centersalso provide health care servicesin 49| ocationsaround the state. These
centerstypicdly existin hedth professional shortage areasand they functionasfull comprehensive medical
practicesthat see both theinsured and uninsured.

The Department of Health:

VDH isasoinvolvedin providing health care servicesto citizens. Presently, there arethreemain areas of
hedlth services mandated by the statethat |ocal health districtsmust provide: environmental health,
communicabledisease control, and family planning.

In addition to these mandated services thereis an array of other services that can be provided
optionally through local government agreements between the locality and the local health
department. The services provided differ from locality to locality, and may include cancer
screenings, well child care, physicals, flu shots, immunizations, and TB skin tests. The cost for the
serviceistypically based on ability to pay.

With the growth of managed care, statewide, many former health department patients have begun
moving to other providers. While this move is reducing revenues for VDH, it may result in better
patient outcomes, due to the more permanent medical home.

VISION

Virginia should strive to be a place where communities are healthy and citizens can easily access
needed health care services. The workgroup felt that communities should be comprised of healthy
people (physically and mentally) who are self sufficient and able to actively participate in society.

Idedlly, dll of Virginia'shuman servicesagencieswill cometogether with complementary approachesto
community health needs. By uniting inastreamlined and coordinated effort, this"team™ will ensurethat all
individuals, regardlessof their ability to pay, receivethe servicesthey need when they need them.

This type of community-based case management would have two components: to provide care and
to serve as an information and referral source. By working together, human service agencies and
health care providers could prevent any duplication of effort and also serve more people who are
currently slipping through the cracks of the health care system.

Enhancing Flexibility:

Local health departments need to have the flexibility to design a public health system based on
community needs and available resources. It isessential for communities to assess their needs and
receive flexible funding based on these needs assessments. Giving local health departments more
flexibility may be away to promote independence and local accountability of individual health
departments and districts.
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Broad Range of Care:

Peopl e should be ableto accessabroad base of careincluding preventive, acute, chronic, specidty care,
substance abuse services, mental health services. Theimportance of ensuring theavailability of thisrange of
servicesto al peopleregardiessof ability to pay cannot be stressed enough.

I mplementation Strategies:

Among thetacticsthat the Accessto Careworkgroup devel oped to address accessin Virginiaare:
Community Health Needs Assessments, Dental Health Services, Re-examining Mandated Services,
VDH'sRoleinthe Assuranceof Servicesor Provision of Services, and Accessto Pharmaceuticalsand
Laboratory Services.

COMMUNITY HEALTH NEEDS ASSESSMENTS

Onerecurring themethroughout thework of thiscommittee and severa other committeeswasthe need for
timely, accurate, localizedinformation. A comprehensivecommunity health needsassessment (CHNA) tool
isthe best vehicleto gaininformation about critical health needsat the community level. VHHA'sannual
Indicator s of Healthy Communitiesis an exampl e of comparative datathat can be used to set prioritiesfor
community hedthinitiatives.

Selecting the Methodol ogy:

Thefirst stepindevelopingaCHNA processisto determinethe optimum methodology. Onealternativeis
to allow each community to develop their own assessment process. Whilethismethod encourages
community buy-in and support, it doesnot alow for easy comparability among health districts.

Theother optionisto have each community use astandard assessment tool, such asthenationally
recognized APEX (Assessment Protocol for Excellencein Public Health) standards devel oped by the
National Association of County and City Officials. The APEX protocol was adapted and used in the 1998
health assessment of VirginiasNew River Health Digtrict. Whilethismethod allowsfor ready comparison
between communitiesand health districts, it may not lead to the samelevel of community interest and
support asa"homegrown" assessment tool.

Local I mplementation:

Regardlesswhich method ischosen, the best way to initiatethe CHNA isat thehedlth district level. The
assessment must examine health issuesbroadly. Whilethe CHNA can beinitiated by the health department,
community support from multi-disciplinary coditionsthat includeloca government, businesses, hospitals,
other stateand local agencies, and community organizationsisessential. Community partnersmust be
involved at all levelsof the process.

Thereare countlessindicatorsthat measure the health status of communities, and someindicatorschange
rapidly and need to be measured frequently, whereas other indicators change so dowly that they are
measured every few years. Whileambitious, an overal CHNA doneevery fiveyearswithinterim
evaluationsthat are community specific would keep decision-makerscurrent on priority issues.

Once these assessments have been completed, the next step would be for each health district to

develop an action plan. This plan would outline what specific steps need to be taken to meet the
community's health needs.
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CHNA Staffing and Funding:

Asking health digtrictsto undertakethese CHNAswith ther current staffing constraints may be unredistic.
Implementing aCHNA will requireaparticular set of skills, some of which may not bepresentin VDH's
current workforce. District Health Directorswill need to assessthe skills of their workforce and augment
withtrainingif necessary. Initia funding for acomprehensive CHNA could be provided by national, state,
andlocal foundations. Oncetheinitiativeisup and running, VDH andits partners should pursueitsongoing
implementation.

RE-EXAMINING MANDATED SERVICES

Mandated servicesprovided by local health departments need to bereevaluated, inlight of changesthat
have occurred in programs such as Temporary Assistancefor Needy Families, the Children’'sMedical
Security Insurpance Program, and Medicaid. Mandated servicesrefer to environmental health,
communicabledisease control, and family planning. Sinceentitlement programs have been changing so
rapidly, it isimportant that the health department look at the servicesrequired by the Code of irginia and
provided by local health departments. These services should not bethe same services provided otherwise.
An eva uation of mandated serviceswould prevent duplication and could lead to abetter match of
community needswith services provided by local health departments.

Assigning the Re-evaluation; the Center for Community Health:

Anassessment of mandated servi ces could be undertaken by the Joint Commission on Health Care. If, as
recommended by several Turning Point workgroups, aCenter for Community Healthiscreated, the
Center could assumetheresponsibility. Theworkgroup membersfelt strongly that such aCenter would
haveto beautonomous, palitically unencumbered, and existing outs de the auspi ces of the health department
or any of thestate'smedical schools. The Center for Community Health could not only doresearch on
accessto hedlth care, but it could also serve as an advocate group for accessissues.

Funding for the center could follow a couple of different models. It could adapt the public/private
funding structure of the Virginia Health Care Foundation, which supplements a bi-annual
appropriation from the General Assembly and Governor with outside funding from businesses,
universities, and other foundations.

The center could beled by aboard of directors, which might include representativesfromthelegidaturee
Virginiasthreemedical schools, VDH, VHHA, the VirginiaAssociation of Health Plans, and theMedical
Society of Virginia. 1t would bevital to have community-based organizations represented on the board of
directorsregardiessof theingtitute'sfunding structure.

DENTAL SERVICES

Theneedfor increased accessto dental servicesisundeniable. Currently few of the health districtsprovide
dental servicesasloca options. Nineteen of 32 freeclinicsprovidedenta servicesincluding preventive
care, fillings, and extractions. Community health centersthat receivefunding fromthe Bureau of Primary
Health Carearerequired by federa regulationsto either provide or assure dental care services. Some of
these centersprovide dental serviceson site, whereas othersarrangefor private dentiststo provide care by
charging patientson adiding scalefee schedule.

A 1996 VirginiaHealth Care Foundation study found that 11 percent of Virginianshad not seenadentistin
four yearsand six percent had never seen adentist. The 1999 Joint Commission on Health Care Dental
Study explained the considerableimpact that dental diseasehasonal areasof hedlth, including thefactsthat
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periodontal diseaseislinkedtoincreased risk of heart disease and it can worsen the effects of diabetes.
Clearly, thereisneed for astudy to determinewhether dental care should be added tothelist of services
mandated by state government.

Variables Affecting Access to Dental Care:

There are several factorsinvolved in increasing access to dental care. First and foremost, there must
be enough dentists to serve the population. VDH needs to obtain and maintain dental HPSA
designations as away to recruit dentists into underserved areas. While loan repayment and
scholarship programs that require dentists to work in HPSA designated areas may also be effective,
many dental students do not chose to participate in these programs. The amount of the scholarships
and loans do not significantly address the cost of dental school tuition. In order for scholarship and
loan programs to be more effective in placing dentists in needy areas, the amounts offered need to be
increased to represent alarger portion of the total cost of education.

Since dental care needs are critical in Virginia, VDH should determine if dental care needsto be a
mandated service. Required or not, dental care needs must be assessed and addressed in each
community's action plan.

Children's Dental Care:

One possible approach to addressing dental needs involves children. VDH, the Department of
Education and the Department of Medical Assistance Services (DMAS) could partner to coordinate
dental servicesfor al children. Since DMAS already covers dental services for those children whose
parents meet income guidelines, the joint effort could be structured to entice dentists to provide
services.

Linking Scholarshipsto Care:

Another long term solution is to require that dentists who are placed in underserved areas as a
requirement for loan or scholarship programs to see all patients seeking care. Scholarships could
require that all recipients give a certain percentage of charity care. Thiswould require strict
monitoring to ensure compliance and VDH would have to work with the Department of Health
Professions (DHP) and the Board of Dentistry to create more appropriate surveillance and penalties.
These changes in scholarship and loan programs would undoubtedly increase the number of patients
receiving dental care.

Expanding the Role of Hygienists:

Another option to increase access to dental care servicesisto allow dental hygieniststo provide
more services to patients, cutting the cost of care. Currently there are 13 duties that a dentist cannot
delegate to a hygienist. If this number were reduced, more of a dentist's |load could be carried by the
hygienist and more patients could be seen. VDH could work with the DHP, the Virginia Association
of Dentists, and the Virginia Association of Dental Hygienists to study the feasibility of expanding
the range of care hygienists can provide.

VDH's ROLE - ASSURANCE OR PROVISION OF SERVICES?

Public Health hastraditionaly focused on prevention and popul ation-based health care; however, itsfunding
isnot necessarily reflectiveof that focus. In somestates, like Virginia, the health department hasbeen seen
asasafety net health care provider for theindigent and uninsured. Part of the problemisthat thefunding of
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loca health departmentsisheavily based ondirect clinical serviceprovision. They haveboth afinancial
incentiveand community demand to continueproviding clinical care.

It may actually be more cost effectivefor VDH tofocuslesson providing care and center moreon
assurance, ensuring that anindividual can receive health care servicesinthecommunity (not necessarily from
the health department). By coordinating and assuring care, VDH could spend lessmoney onthe provision
of serviceswhilestill ensuring quality careto consumers.

Looking to CHNA Results:

Therole of VDH in providing care and assuring care has been debated and studied for years. Instead
of doing more statewide studies on access to care, communities should look to their CHNAsto find
ways to ensure access. It isnot efficient to make sweeping decisions about what services local
health departments should or should not provide to the general public. Based on the needs of each
community, there should be the flexibility within the Local Government Agreement that is reflective
of the CHNA.

Health departments should not try to be a provider of servicesin an area where those needs are being
served by another entity. Changing the current system to allow flexibility at the local level is
essential. Thiswould require the state health department to reassess the funding allocations.
Flexibility could develop if funds were not tied to services. The question remains for federal funds
that are categorical and often tied to work on a specific disease or program. Turning Point has little
influence over that funding stream.

Cost and Mandated Services:

Governmental public heatlh agenciestypically exceed the per-patient cost for servicedelivery when
compared to private sector costs. Thereason? Theprovision of auxiliary servicesthat are often acondition
of grant-funded serviceddivery. Whilethe standards of carefollowed by public and private hedth care
providersisthesame, thelist of required servicesvaries. When aperson comesinto alocal hedlth
department clinicfor afamily planning vistinadditionto aphysica exam, Title Tenfedera regulations
requirethat each patient be ableto access screeningsfor cancer and sexually transmitted diseases,
immunizations, information on birth control methodsand education on how to usethem. Whilebeneficia
preventitive measures, these auxiliary servicescan befar more extens vethan apatient would receive during
aroutinevigtto aprivate health careprovider. Therequirementsand thefunding mechanismsmust be
examined and streamlined to ensurethat federal funding sourcesand their servicedelivery requriementsare
coordinated and maximize the use of public resources.

Resource and Referral, a Better Role:

Theconsensusrolefor VDH isthat of aresourceand referral agency. If theagency takesonthe
responsibility of assurance, the health department could transition to acase management function. Beyond
providing information, thisstructure assuresthat citizensreceive the necessary servicestoimprovether
hedth.

Shifting from thedirect provision of careto case management within ahealth department would requirea
cultural changeaswell asthe devel opment of new skill sets. Such changeswill requirealot of commitment
andtime. VDH should put more emphasison theneeds of eachindividual, so patientsdo not get "lost" in
the system. Onetool isthe creation of customer- focused support systems.
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ACCEsSs TO PHARMACEUTICALS

Accessto pharmaceuticalsand |aboratory services areimportant both to the ongoing medical management
of each patient and to the health of the community asawhole. Yet thehigh and growing cost of
pharmaceutical sposesalong term problem. Service providersindicatethat many times patients may
receive careyet are unableto purchasethe prescribed pharmaceuticals.

Oneoptionisto create apurchasing consortium through which pharmaci sts could to provide discounted
medicationsfor theuninsured. Another tacticisaready in place- alaw wasrecently passed that allows
freeclinicsto purchase medicationsthrough Commonwedlth of Virginianegotiated contracts. However, the
largest state purchasi ng consortinum was established by Minnesota. Pharmaceuticals purchased throughthis
31-state contract can only be used in traditional governmental functionsand not for the purpose of
competing againgt privateenterpirse. VDH hasasked Minnesotafor awaiver toalow Virginia sfreeclinics
accessto thispurchasing consortium.

"Free" or discounted prescription medications also are available, either through pharmaceutical
manufacturers programs for patientsin need or through discount websites (i.e. Amerisource). As
part of a case management system, the health department could use their access to the Internet to link
customers to these sites.

CONCLUSION

Accessto hedth careisanissuethat hasthwarted decision makersfor decades. Resolvingit will require
theinput and commitment from both public and private health careentities. Through theabove mentioned
strategies, VDH can beginto more accurately defineitsrolein accessto health care services. Interaction
and cooperation among state agencies, hospitals, community health centers, freeclinics, community-based
organizations, and private physiciansand dentistswill lead to increased accessto hedth carefor all
Virginians
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COMM UNICABLEDISEASE

EXECUTIVE SUMMARY

Communicabl e disease control hasbeen amainfocusof public health sincetheinception of public health
departments. Problemsin the collection of information about communicabl e diseases need to be overcome
inorder to achievethe best health outcomesfor Virginia. Specific enhancementsneededinthedisease
surveillance processincludeincreased acceptance of diseasereporting by themedical community,
improvementsin the completeness and timeliness of reporting, and continued diligenceto confirm diagnoses.
These can be accomplished through better communication between public and private sector health care
providersandimplementing methodsthat |essen the burden of reporting onindividua providers. Also,

V DH should takeamoreactiverolein gathering communicabl e disease dataand implementing e ectronic
reporting of information to the health department. Ensuring that private providersand insurershave policies
inplacethat dlow for thelaboratory confirmation of diseasesof public heathimportance will aso strengthen
communicabledisease control.

Furthermore, increased use and dissemination of surveillancedatashould occur. VDH must demonstrateto
health care providers how surveillance datais used to reduce the spread of communicabl e diseases.
Providing timely information back to the health care community in auseableformat iskey to achieving this
goal. Further enhancements of datause may be demonstrated by anayzing the disease surveillance datato
assessthe genera health of communitiesacrossthe Commonwealth. When the health community isaware
of developmentsin communicable disease control it can better assesstheimpact of these devel opmentson
community health. Thismovescommunicable disease control beyond disease surveillanceinto arole of
facilitating public health research, anew devel opment that woul d enhance disease control efforts.

BACKGROUND

Health departmentswerefirst created to control the spread of communicablediseases. Although advances
such assanitation, vaccines, and antibiotics haveled to decreasesinincidence and deathsdueto these
diseases, communi cabl e disease control remainsone of the primary functionsof public health.

Theability of the heal th department to monitor the occurrence of communi cable diseasesin the community
and tointervenein controling the spread of these diseasesis dependent on thetimely and compl ete reporting
of diseasesby hedth careproviders. Therefore, disease surveillance servesasthefoundation for effective
communicablediseasecontrol. According tothe VirginiaRegulationsfor Disease Reporting and Control,
disease surveillanceisdefined as"the on-going systematic collection, analysi's, and interpretation of
outcome-specific datafor usein the planning, implementation and eval uation of public hedlth practice. A
surveillance systemincludesthefunctiona capacity for dataanalysisaswell asthetimely dissemination of
these datato personswho can undertake effective prevention and control activities." Havingasystemin
placethat allowsfor complete, timely, quality datacollection; analys's; interpretation; and disseminationis
crucial to communicabledisease control.

Existing communi cabl e disease survelllance systems can beimproved. Diseasereportingisnot awayswell
understood or accepted by health care providerswho havetheresponsbility, according to Virginia
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regulations, to notify the health department when they diagnose conditionsof public healthimportance. This
may |ead to underreporting or missing the opportunity toimprove health and prevent complications.

Without better reporting, the health department cannot know of theleve of diseaseactivity in the community
and thuscannot act effectively to prevent the diseasesfrom spreading. Reporting by multiple providersmay
expose atrend to epidemiol ogiststhat may not be apparent to asingle provider.

Evenwhen reporting occurs, delayslimit theability of local health departmentsto protect communities. The
health department may learn that acitizen hasadisease only after it istoo lateto take actionto halt the
spread of thediseaseto others. Itisimportant to report diseasesto the health department asquickly as
possible, even as soon asthe diagnosisis suspected, so that those responsiblefor communi cable disease
control inthe community will beabletointerveneat theearliest possibletime. Educating providersabout
theimportance of reporting iscritical to strengthening communicabledisease control inVirginia.

I n addition to problemswith compl eteness and timeliness of reporting, theworkgroup membersbeleive
another chalengein achieving quality disease surveillanceisthe concern about the cost of diagnostic testing
for communicable diseases by providerswho receive capitated paymentsfor health care services.
Confirmation of thediagnosisiscritica to communicabledisease monitoring and control. Inthesesystems,
thereisanincentiveto minimizethecosts. Oneway to minimize costsisto treat some conditionsbased on
apresumptivediagnoss, without submitting specimensto thelaboratory for confirmation. Thiscreatesa
challengefor communi cabledisease control inthat the public health response variesaccording to each
particular disease. Confirmation of thediagnosiscan becritica to effective communicable disease control.

VISION

Theworkgroup membersbelievethat in order to have asysteminwhich private medica providersandthe
health department work as partnersin communicabl e disease control, all reportabl e diseases should be
reported to the health department in atimely manner, and laboratory testing should be conducted
consistently to confirm diagnoses of public healthimportance. Results should be shared with the provider
community toincreasetheir understanding of thevalue of diseasereporting. The health department should
enhancethe disease surveillance process by increasing the use of active surveillance and el ectronic reporting
and ensuring that dataare used to assessthe health of communitiesand to drive actionsto minimizethe
occurrence of communicabledisease. Collaborative research should also be conducted by public and
private providersto demonstrate the benefit of communicable disease control interventions.

IMPROVE PROVIDER RELATIONS

Currently, information on suspected or confirmed communicabl e diseases does not alwaysflow smoothly
from health care providersto the health department and visaversa. Inorder toimprovethistrend, the
health department and private providers should work together more closely and frequently toincrease
communication. With facilitated information exchange, communi cabl e diseases could betracked more
effectively. Epidemiologistsneed the participation of private providersto help stop the spread of disease. A
proactive stanceto increase awarenessand visibility of communicable disease control systemsisoneway to
achievethisend.

I ncreased awareness and cooperation would result in more effective surveillance and reporting. Stopping
the spread of diseaseiscritical toimproved health outcomes, and VV DH should market theimportance of
surveillanceto physicians, hospitals, and managed care organizations. Awarenessamong health sciences
studentscan beginin Virginiashealth sciences professiond schools. VDH could work with theuniversity
leadership toinclude more active and pass ve surveillance coursawork intheschool’scurriculum. Virginias
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medical schoolsarebeginning to addresstheseissues. TheEastern VirginiaMedical School (EVMYS)
requiresthat third year medica studentsstudy preventive medicineand epidemiology. Theclassisbeing
revisedtoincludeaseriesof lecturesand aseriesof |aboratories. The University of Virginia(UVA) aso
offersan elective epidemiol ogy classinwhich studentslook at clinica careand how it relatesto health

policy.

However, theworkgroup believesthat more epidemiology and survelllancetraining topicsshould be
incorporated into themedical school’scurriculum. 1tisimportant to present epidemiol ogy information when
the student can best link communi cabl e disease control to what they arelearning about clinical care. Too
often epidemiology isnot linked to the care of theindividual patient. Physicianscan be concerned about the
careof theindividua patient and public health at the sametime.

Medical school studentsare not the only oneswho have an opportunity to bemorefamiliar with thelatest
principlesof integrating disease control with patient care. All physiciansplay aroleinapplying

communi cable disease control conceptsto their patient’s care on aday-to-day basis. Asadoctor
considerscaring for the patient, he or she should a so think about controlling the spread of diseasein the
community. TheVirginiaEpidemiology Bulletinissenttodl licensed physiciansin Virginiaandisan
excellent vehiclestoinform providerson diseasetrends. Another approach to reach these physicianswould
involveapartnership between VDH, the academinc medical centersand local medical societies, to develop
and provideaseriesof continuing medical education programstoillustratethe application of public health
epidemiology toindividua clinical cases. Theannua Epidemiology Seminar, sponsored by VDH, could also
be openedto al medica personnd tofacilitate understanding of communicablediseasecontrol inVirginia

Findly, inorder to achieveimproved provider relations, VDH should consider attending and participatingin
medical association meetings. Increased professiond interactionswould allow VDH to maximizethe
opportunitiestoillustratethe physi cian’srolein communicable disease control. Another opportunity to
reach phys ciansinthe community isthrough hospital staff meetings. District Health Directorsand other
VDH physicianscan take an activerolein promoting the importance of communicable diseasereporting to
their private sector counterparts. Demonstrating to hospitalsand managed care organizationsthevaue
added in consulting with the heal th department for possible public health implicationsof communicable
disease casesiscritical to success. Communicable Disease Control topics should be presented at VHHA
andthe VirginiaAssociation of Hedlth Plans annual meetings. Beyond that, the Commissioner could meet
withindividual hospitals and health plans medica directorsto show examplesof whereV DH's participation
inthe communicabledisease control processwill hel p the hospitalsand HM Os provide better patient care,
achieve better health outcomes, and ultimately save money.

INCREASE ACTIVE SURVEILLANCE

Severd different modes of active surveillance are used around the Commonwealth. Itisimportant to assess
their acceptability and effectiveness. One modeinvolveshaving public health nursesongteat private
physicians offices conducting chart reviewsto seewhat diseases have been diagnosed and extracting case
report datafrom records containing areportablediseasediagnosis. Another method requireslocal health
department staff to perform telephone surveysto physician’ s offices on aweekly basisto find out how many
casesof specific diseaseshave occurred (eg., sentinel reporting during flu season). Selectivesamplingis
another surveillancemodel inwhich arepresentative sampleof provider officesareinvolvedin active
surveillance. All of thesevariousmodes of surveillance need to be researched and compared in terms of
how much they cost and what benefit they yield. Theresult could bethe development of aseriesof best
practices. Local health departments could determinewhich model isbest for their specific Situationand
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diseaseprevelance. Thisideaof using public health nursesto do active surveillancefor the hedlth
department hasastrong link to the af orementioned strategy of improving provider relations. The presence
of the public health nursein private physician’soffices givesan opportunity for doctorsto gain abetter
understanding of how theinformation that they submit to the health department isused. 1t also createsan
immediate feedback between the heal th department and physiciansin the community.

Another approach to active surveillanceisto have public health nursesand epidemiol ogistsmonitor
pharmacy records. Thiscould bevery beneficial in narrowing thefocusof survelllanceactivities. For
instance, if certain factors, such asthe number of antibiotic prescriptions, wereindicative of changesinthe
number of disease diagnoses, then those factors could serve as markersthat warrant follow up surveillance.
It will beimportant to study which indicatorshave significant impact on reporting and how to monitor the
varianceinthesefactors. Asaways, VDH should be sensitiveto the security and privacy issues
surrounding the use of pharmacy records. Public health nursesaready havefull timeresponsibilities. To
add additiona dutieswould requireeither hiring more public health nursesor restructuring their existing
duties. Nursescould receivetrainingin epidemiology and biological statistics. If additiona nursesarehired,
thisapproachwill require additional general fundsfor VDH.

INCREASE ELECTRONIC REPORTING

For the purposes of this report, electronic reporting of communicable diseases is defined as a
computer automatically transmitting specific data on reportable diseases to the health department.
Electronic data transmission is more comprehensive and includes el ectronic reporting and the
transmission of data that could be used to track antibiotic use or syndromes. Thefirst stepin
increasing electronic reporting in Virginiaisto perform research studies to identify computer
systemsin placein providers offices and the feasibility of those systems to transmit datato VDH in
away that can be read and used.

Surveying medical practiceson el ectronic reporting could be donewhile public heal th nursesare conducting
chart reviewsin private physicians offices. Nursescould assessthe practiceswith el ectronic records
systemsto determineif their practice representsthe community asawhole. If arepresentative samplecould
befound, electronic reporting for the whole community could accurately be projected from the records of
that practice. If electronic medical recordswerenot in use, the public health nurse could assesstheviability
of these practicesto do el ectronic reporting. Thisentire process could lead to an assessment of how

€l ectronic reporting could be used to facilitate communi cable disease surveillance.

In order for datato be effectively transmitted, received, and used by VDH, it needsto be standardized.
Especidly inlight of Y2K concerns, ownersof datasystemsareinterested in having systemsthat work for
theminternally, not with building larger externa systemsthat can"talk” to each other. Thekey to

standardi zati on restswith deciding which databases are used the most and can belinked together. Thiswill
requirethe health plans and health care providers support. Datastandardization issuesare not uniqueto
Virginia, but itisaprocessinwhich the Commonwealth should participate. A researchinitiativeon
electronic records could be pursued from the National Library of Medicine and the Centersfor Disease
Control and Prevention. Electronic reportingwill aso requirethat safeguardsarein placeto protect the
privacy of theinformation.

INCREASE DIAGNOSTIC TESTING

InVirginia, only hospital laboratoriesarerequired to forward culturesto the statelaboratory for disease
confirmation. Theregulation should be expanded requiring al privatelaboratoriesto send specimenstothe
statelaboratory. The statelaboratory certifies private medical laboratories. Inorder to ensurecompliance,
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Virginiacould require managed care organizationsto contract with alaboratory that forwardsall required
culturestothe statelaboratory. A changeinthe Board of Health's disease reporting regul ations could
requirethat the statelaboratory receive culturesfrom commercia laboratoriesfor required diseases.
Specifying which cultures need to be sent to the statelaboratory would |essen the reporting burden on
laboratories. Requirementsfor out-of-state |aboratorieswould be governed by thelaws of interstate
commerce.

Aspreviously mentioned, not all surveillanceisbased on laboratory reporting. Physiciansplay anintegral
roleinsurveillanceaswel. Therearecurrently 25 reportablediseaseswhichrequireonly aclinica
diagnosis, sothat laboratoriesdo not haveto report them. Even so, the case definitionsofteninclude
laboratory confirmation. Itisimportant that doctorsreceive laboratory confirmation on reportable disease
diagnoses. Some physicians may bediscouraged from doing laboratory testsby managed care
organizations. To help amdioratethisissue, the state could adapt the quality assuranceregul ationsthat
apply to managed care organi zationsto require them to automatically approvethelaboratory testing of a
stool specimen any timeaphysician diagnosesan enteric (of or relating to theintestines) disease. The
workgroup beleivesthat thispolicy changewould increase the number of |aboratory confirmations of
diagnoses. If successful at tracking enteric diseases, thispolicy could be extended to cover laboratory tests
for other reportabl e diseases based on need. Thesequality assurance regul ations should be accompanied
by education for providersand hedth plans on theimportance of doing laboratory testing to confirmthe
presence of acommunicabledisease. Thiscould be accomplished through acontinuing medical education
program. The programwould highlight theimportance of testing from apublic health perspective. 1t would
be possibleto monitor the health plan'scompliancewith the quality assurance regul ationsby checking the
number of stool cultures being tested compared to the number of patients presentingwith clinicaly
compatible symptoms.

ENHANCE RESEARCH CAPACITY

Theworkgroup believesthat dueto thefact that Virginiadoesnot haveaschool of public health, research
activitiesrelated to communicabledisease control in Virginiaarelacking. Severa Turning Point
workgroups have considered theideaof establishing aCenter for Community HealthinVirginia. Thisgroup
saw thevalue of acenter performing public health research. Severa modelswere examined by the
committeeincluding Public Health Ingtitutesin North Carolina, Louisiana, and Michigan, theVirginiaHeslth
Care Foundation, and the VirginiaHospital and Research Education Foundation. Theworkgroup
concluded that any Center for Community Healthin Virginiawould haveto be autonomous. Any research
should bescience-based. Thereareseveral different structuresafter which Virginia's Center for Community
Health could be modeled. Theworkgroup felt that it would be best for the center to exist outside of the
auspicesof VDH or any of thestate'smedical schools. The center should have asmuch political freedom
aspossible. The center would be governed by aboard of directorsrepresenting abroad cross section of
Virginiashedth carecommunity.

Oneimportant issuefor the center to research isthe cost benefitsand long termimplicationsof health policy
decisionsrelated to communicabledisease. For example, isit cost-effective and beneficial for al school age
childrento receiveapertussisvaccination? Another role of the center could bein extensive monitoring of
trendsin communicablediseases. Funding could comefrom many sources. The Center for Community
Hedlth could receive an annual appropriation from the General Assembly by following themode of the
VirginiaHedth Care Foundation. Inaddition, the center should seek funding outside of itsstate
appropriation. Thisfunding could comefrom universties, foundations, and private businesses.
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CONCLUSION

Minimizing the spread of diseaseisvita tothehedth of al Virginians. Thispublic heathresponsibility isas
oldasVDH itself. Eventhough communicabledisease control hastraditionaly beenaVDH role,
cooperation from private health care providers, hospitals, laboratories, and health plansisessential.
Enhanced disease reporting, whether through improved e ectronic datasystemsor through activeor passive
surveillancewill mean ahealthier Commonwedth. A Center for Community Healthwould serveto research
disease control anditsimpact onoverall public health. All of these efforts could lead to an overall reduction
incommunicabledisesses.

48



COM MUNICATHION: &

EXECUTIVE SUMMARY

According to the Code of irginia, health education and communication arerespons bilitiesof the Virginia
Department of Health (VDH). Currently, thelevel of awarenessin Virginiaabout public hedthisnot
conduciveto good decision making about individua and community health. 1n 1998, aTurning Point
telephone survey found that about onethird of Virginiaspopulation could not nameaserviceor program
provided by their local public health department. The Turning Point Health Education and Communication
Workgroup envisionsaCommonweal th whose popul ation isnot only aware of public health concernsand
issuesbut practices public hedth principlesin everyday life.

VDH is not effectively communicating health messages to the public. Thereisno central point of
contact to coordinate the delivery of public health messagesinternaly or externally. To begin
addressing this need, VDH should develop an internal communications network. This process could
start with the creation of an office devoted to communication activities. This office would be the
focal point for public awareness and could link with other state program offices as well as health
districts to increase understanding about health issues. This office could form liaisons with
community leaders to promote messages about public health and create a clearinghouse for
information that can be accessed easily by the general public.

Community Health Needs and Communication:

Community health needs assessments should drive VDH's mission, vision, and strategic plan. These
comprehensive assessments should be done statewide every five years with specific interim
assessments conducted in individual communities as needed. Participation of local government
officials, business, health care providers and community groups in these needs assessmentsis
crucial. Theresulting community health "report cards’ could provide decision makers with
comparative health data and crucial information about health needs in their communities.

Virginiaaso should create a culturally sensitive social marketing plan to promote health issues.
Such a plan would address the health education and public awareness needs of each district and
program office.

Basic Training:

Training the public health workforce is a critical component in achieving enhanced communications.
The cd-rom tool CDCynergy is one option to consider. This program was developed by the Office
of Communications at the Centers for Disease Control and Prevention (CDC) asatool for usein
public health communication and intervention. This training session would be available to
individuals who participate in public health communications activities around the state. Web-based
training modules could be devel oped for the entire VDH staff.

Boosting Technology:
Inthiseraof arapidly changing multimediaenvironment, V DH should increaseitstelecommunicationsand
technical capabilities. TheV DH website should be enhanced and refl ect recent technol ogical advancements
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in search functions and web-based training modules. Video productionisanother mediatool that should be
explored. Using dl of these strategieswill help VVDH become more proactivein effectively communicating
public health messagesin thefuture.

BACKGROUND

According to section 32.1-23 the Code of Virginia, the Commissioner of the VirginiaDepartment of Health
"may providefor the publication and distribution of suchinformation asmay contributeto the preservation of
public healthand the prevention of disease." WhileVV DH hassevera mechanismsto handle hedlth
communication and education, thereisagenera consensusthat the current approach isinadequateto
addresstheneedsof Virginia's 35 hedth districtsand program offices.  Thereisone Public Information
Officer inthe Commissioner's Officewho handlesmediainquiriesand constituent mail for thecentral office.
The Officeof Family Health Services (OFHS), the Division of Waterborne Hazards Control, and the
Divisonof HIV/STD aso have staff with public relationsduties. Recently, somepublic relationswork has
been contracted out of the agency. For example, OFHS hired aNorfolk firm, Cahoon and Cross, to work
onsevera publicrelationsand marketing campaigns. These campaignsaddressed hedthtopicslike
nutrition, preventing youth accessto tobacco and firearms, and fatherhood.

Mediarelations and other types of communication in the local health departments are typically
handled by the District Health Director. Most media requests are channeled through the Health
Director who either answers the request or del egates the responsibility to another staff member.
Generaly, any local health department response to a mediainquiry must be approved by the Health
Director. Unfortunately, there has been little coordination of effort between central office programs
and health district public awareness efforts.

Thelack of standard overriding
communications objectives within
the health department has lead to A 1998 statewide Turning Point telephone survey
fractured and often ineffective found that, although 90% of respondents felt that
communications. While VDH's public health services were essential to protect the
responses to direct mediainquiries cpmmunity_‘s overall health, 35% could not r_1ame q
have been adequate, they have rarely single service or program sponsored by their public

, ' health agency. Those that could name a service
been proactive. Beyond that, the

L overwhelmingly identified "providing immunizations”
agency rarely reaches the public with as the health department's primary role.
critical information on health. There

isapervasivelack of awarenessamong
Virginiascitizensregarding what the heal th department isand what it does.

The health education and communication workgroup looked at communication modelsin several of
Virginias state agencies, non-profit organizations, and health departmentsin other states. Each
organization studied had a stronger communications infrastructure and more staff than VDH. For
example:

1. The Florida Department of Health's Office of Communication has two Program Managers, two
Production Specialists, and two Public Information Officers. That health department serves 67
counties and is staffed by about 1500 employees.

2. Virginia's Department of Motor Vehicles Public Relations Office hasaDirector and two Public Re-
lationsManagers. A Public Relations Coordinator workson graphicsand publicationswhile two Pro-
gram Support Managerswork as marketing and sal esrepresentatives.
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3. The American Red Crosshasan internal communications department that isserved by written
publications, the internet, and a closed-circuit television channel that is broadcast from the
central office to most local branches. A director oversees 20 employeesin external communica
tions who deal with all media outlets: television, newspapers, and radio.

Communicationsisintegral to the work of several of the Turning Point workgroups. Each
articulated a need for greater public awareness and education activities related to their specific area
of concentration. For instance, members of the Communicable Disease Control workgroup stated a
need to help health care providers better understand why communicable disease reporting was
essential to enhanced public health. In Environmental Health, the workgroup cited alack of public
understanding about the safety and cleanliness of water systems. Finally, the Health Information
workgroup articulated the need for people to understand the types of dataVVDH collects, stores, and
makes available. Communication affects each office and division within VDH's central office as
well as each health district.

VISION

Decision makers and constituents in the Commonwealth of Virginia should have the tools needed to
make good decisions about individual and community health. Many of these decision-making tools
are based in public health information and should be communicated by VDH. To achievethis
vision, thefirst goal isto strengthen the internal and external communications of VDH. The second
goal isto raise awareness statewide regarding specific public health issues. VDH needs to market
the value of public health and build a greater appreciation for what public health doesin each
community.

Community Leaders and Advisors:

One powerful way to disseminate messages about VDH and public health in general is through
community leaders. This may be done through developing leadership skillsin school staff members,
the faith community, and media specialistsin private and non-profit organizations. VDH could
partner with community leaders so they could then go forth and promote the health department's
message among their audiences. VDH could also partner with other state agencies, such asthe
Virginia Department of Education, or with private and non-profit organizations (i.e. the United Way,
the Virginia Council of the American Heart Association, and the American Cancer Society) to
disseminate public health messages.

Another method to create |eadership in communitiesis to form more community health advisory
boards. Currently, these boards are optional in health districts. 14 of 35 health districts have
community health advisory boards. Where they exist, the boards advise the city council and other
local decision makers on public health issues.

There are severa steps to achieving the vision of effective public health communication. The steps
include implementing measures to strengthen communication inside and outside of the health
department. Internally, infrastructure development, the creation of a communications network,
workforce development, and enhanced communications are essential to stronger internal
communications. Externally, developing community leadership, community health needs
assessments, and public health marketing, public awvareness, and socia marketing plansare necessary to
improveawareness about public health.
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INFRASTRUCTURE DEVELOPMENT

VDH needs to develop an infrastructure that strengthens the public health education and
communication function. Primary needs are more staff, coordination, and the tools to be successful
in arapidly changing media environment. This may be achieved through devel oping a centralized
office responsible for internal and external communications, media and public relations, and public
awareness. This office would devel op an agency-wide marketing plan and create public health
messages for distribution in asocial marketing context. The "Office of Health Information” needs
resources to strengthen its capacity to educate health districts on how to do their own marketing and
mediarelations. This group also would create and maintain a communications clearinghouse that
includes both a telephone information system and an interactive website that would link customers
with the information needed quickly and easily.

Accommodating Diversity:

Virginiais becoming an increasingly diverse state. Getting appropriate and understandable
messages to ethnic groups will be critical to improving health outcomes. Thus, the office needs staff
members who possess excellent written and oral communication and editing skills. They must be
competent and culturally sensitive.

Media Sawy:

Awareness of mediaresources will be important for this office, as well as the ability to navigate the

mass media environment. The group will need to know avariety of strategies to design, assess, and
evaluate mass media campaigns. Staff members in the Office of Health Information also must have
strong knowledge of social marketing, group processing, and facilitation skills. Additionally, these

individuals need a thorough understanding of distance learning techniques to help in training district
level staff members on mediarelations strategies.

On-Line Information Skills:

To build an information clearinghouse, staff members in this office will need to know how to design
and maintain a cutting edge web page. Itisessentia that VDH's current website be enhanced, at a
minimum, by adding a search function. One option for website development isto hire a consultant
to modify the website. A challenge to this option, however, isthat it may not foster continuous
maintenance of the website required to keep it on the cutting edge of technology. Web design skills
should be present in the health department on an ongoing basis, not intermittently through interns or
consultants. In addition to using the website as an information clearinghouse, VDH could use it for
interactive training of new employees about the structure and mission of the health department.

Telecommunications and Multimedia:

Enhanced communication in the health department is dependent on improved telecommunications
and multimedia capabilities. Having an in-house or outside capability to produce videos will greatly
increase VDH's ahility to effectively communicate public health messages to a diverse audience.
VDH could produce videos for both internal and external consumption. One video could be
produced to educate new health department employees about the structure of the agency. Another
could be devel oped that explains, to the public, the importance of public health.

A speakers bureau could exist aspart of the proposed Office of Health Information. Any speaker going to
apublic functionwould be encouraged to show one of theVDH videos. These programscould be shown
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to PTAS, church groups, local businessassociations, etc. VDH could take aproactive approach and try to
get videosaired onlocal cable accesschannels.

In developing videos, VDH could purchase video production services outright or investigate services
in audiovisual programs at local colleges and universities. When selecting speakers, developing
media products, sharing information, or developing skills, everyone in this office would need to have
aclear understanding of the infrastructure of the health department. Thus, the office would be able
to effectively serve as a hub for VDH's communications, both internal and external.

COMMUNITY NEEDS ASSESSMENTS

To be successful a improving health outcomes, VDH and its public and private sector partners need
to be aware of health concerns at thelocal level. VDH's marketing plan should be supported by a
community health needs assessment (CHNA). Ideally the assessment would drive the health
department’'s mission, vision, and strategic plan. Effective CHNAS have been donein certain
localities or geographic regions across Virginia, but they lack consistent and comparable
information. CHNAswould help VDH and its partners become aware of perceptions and health
concerns, identify who is best suited to address problems, and design targeted interventions.

A comprehensive assessment should be done across Virginia every five years. However, in the
interim, communities could assess specific health factors identified in their community health report
card. Thisdual system addresses the reality that some trends change slowly over time while other
community health status indicators change rapidly and need to be monitored more frequently. VDH
could administer one assessment tool statewide and allow localities to tailor the instrument to their
specific needs.

The assessment should look at both key indicators identified across the state as well as issues
important to individual communities. It isessential to address factors that are of interest to the
health department and to the public. With the results, VDH could take a proactive role in informing
the public of critical health issues. Interim community health needs assessments could help identify
trends in health topicsin a specific locality. The health department also could use the midterm
assessments to further raise the public's awareness of critical health concerns.

Partnerships:

The importance of partnering with other groups at the state and community levels cannot be stressed
enough. VDH needsto work with other state agencies, local government, the faith community,
schools, businesses, non-profit organizations, and civic and community groups and others to obtain
input. These partners can assist in determining which issues to assess, aid in survey development,
and help in survey administration of the community health needs assessment tool. Partnership
would encourage interest, buy-in and a shared responsibility from many key playersin the local
community.

VDH could develop and provide the assessment tool for local health departments and then train
individuals on how to useit, allowing flexibility for tailoring the instrument to local level needs.
The final needs assessment tool may be better supported if it is perceived as the product of shared
efforts among community leaders rather than the sole property of the health department.
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PuBLIC HEALTH MARKETING, PuBLIC AWARENESS, AND SOCIAL

MARKETING

An agency-wide marketing plan for VDH isessential. It needs to include a recognizable slogan and
logo. The marketing plan must be multifaceted and culturally diverse, and must contain elements of
health education, public awareness, and social marketing. Flexibility iscritical so it can betailored
at the health district level. The development of this plan must be driven by input from the centra
program offices as well asthe health districts. Because of the variability among districts, there
cannot be a"one sizefitsal" approach. The marketing plan would need to function as a general
outline and offer options that focus on the primary goal of strengthening public health awareness.
Program managers could choose options that best suit their needs based on the populations served,
staffing capabilities, resources, etc.

VDH needs to promote its marketing plan internally. The marketing plan should reflect the agency's
mission and vision, one that is relevant and enduring. Whatever VDH determinesits mission to be,
itisvital that its own employees be aware of it, a part of its development, and invested init. The
Office of Health Information should play arole in coordinating this effort. Staff members would
need to raise awareness internally about VDH's mission and how it isimpacted by each employee.

I nforming the Public:

Increasing public awareness can be fostered through the dissemination of "Principles for Public
Discourse." This presentation, developed by District Health Directors, outlines public health
services provided by local health departments. It isintended to be presented to community groupsto
spread public health messages and can be tailored to fit each district. It was developed as a starting
point for community discussion on improving health outcomes. The office could expand these
materials further into amajor media and marketing campaign for public health.

Effective social marketing campaigns provide the right message on behavior change to the right
audience at the right time. This concept is essential if VDH's public health marketing efforts are to
have maximum impact. VDH should link with a marketing agency for additional expertisein this
area. With the right combination of public health marketing, public awareness efforts, and social
marketing campaigns, VDH should have a significant role in making sound health decisions, both at
an individual and community level.

TRAINING AND WORKFORCE DEVELOPMENT

The public health workforce is VDH's most significant asset. Training and staff development needs
arecritical to successif VDH's central office and health districts are to strengthen communications,
public awareness, and mediarelations. One possible training tool for current and future public
health staff is a CD-ROM-based training program devel oped by the Office of Communications at the
Centers for Disease Control and Prevention (CDC).

CDCynergy isa"multi-mediatool that can be used to systematically plan health communication
interventions within a public health framework." The CDCynergy softwareis free and CDC's Office
of Communication provides a two-day training session to teach people how to use the cd-rom and its
various applications. The only cost associated with CDCynergy are travel expenses related to the
training session.
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In order to ensurethisproduct could be applied at thelocal level, VDH couldfirst send severa
representatives to receive the training in Atlanta. If successful, the training could be replicated at
local health departments around the state. The only limiting factor for participation would be the
number of computers that can be linked in one location for the training session. To aleviate this
concern, VDH could seek support from local community colleges for accessibility to computer labs.
VDH could assemble teams from each district to take the CDCynergy training course. These teams
would consist of individuals designated by the office and District Health Directors who are or should
be part of VDH's communications network.

Web-Based Training:

Many public health professionals are expertsin their field; however, they may not be aware of the
programs and services offered by other officesin the agency. To increase thisinterna awareness,
VDH could develop web-base training for the 4300 VDH empl oyees across the Commonwealth.
Web-based training could include concepts in public health nursing, epidemiology, environmental
health, and health education. Virginia's Department of General Services already has purchased
software from Micromedium, Inc. that can be used by other state agencies to create web-based
training modules. All staff with access to the internet could participate in a series of tutorials. This
could help increase internal communications and awareness about VDH's mission, vision, and
strategic plan. Once tested, this program could even be modified for use by the general public. For
example, thisinnovative training tool could be shared with the Department of Education so children
in schools could learn more about healthy behaviors. These proposed training options could be a
foundation, with other offerings scheduled as needed. Health directors and people within the
communication network can self identify further training needs. VDH needs to provide these
resources not only to its own employees, but also to the general public to learn more about public
health.

CONCLUSION

Communicationsisoneof the overarching and defining functionsof public health agencies. Itisessential that
V DH be equipped with the strongest heal th educati on and communi cation systems possible to strengthen
itself internally and become morevisi ble around the Commonwesalth. There needsto be onecentral
authority to managethiscommunicationsfunction. Thiscommunicationsnucleuswill seek toraise
awarenessof public heathissuesinthegenera population and within Virginiaspublic health agency. By
taking amore proactive approach to marketing and promotion, Virginianswill be better informed about
public health and how it impactsthem and their communities.
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ENVIRONMENTAL

EXECUTIVE SUMMARY

Environmenta healthisoneof the health department'smost important respongbilities. Thepublic’ shedth
dependsonthequality of Virginiasenvironment whichisoverseen by VDH's Office of Environmental Heath
Servicesand Office of Water Programsin cooperation with the Department of Environmental Quality
(DEQ) and the Department of Agricultureand Consumer Services. 1na1998 telephone survey, Turning
Point discovered that ensuring safe drinking water and protection from exposureto toxic chemicalsand
other hazardous materia sboth ranked in thetop five most important servicestypicaly provided by
governmental public health agencies. Pollution wascited asone of the most pressing health concernsinthe
communitiessurveyed. Clearly, environmenta healthisof the utmost importancein the Commonwealth.

Oneof themost important public healthissuesfacing Virginiatoday isthe quality of our water supply. VDH
needsto providewater sampling and testing services so citizensmay be made aware of thequality of their
water. VDH should conduct representative water sampletesting acrossthe Commonwealth to determine
whichrisk factorsare more prevalent inthewater in certain areas. Knowingwhich chemicasarelikey to
be present inwater will alow for moreeffectivetesting. A tax on bottled water could beleviedtoraise
money for water systemimprovements. Private businesses could a so contribute goodsand servicesfor
theseimprovements.

Cons stent water resource planning could decrease drought problemsin thefuture. Inorder to have
effective planning, thevariousgroupsthat play arolein water resource planning should cometogether with
the public and work under united leadership. Dual systemsthat separate potablewater and non-potable
water for various domestic uses should a so be considered in new devel opment. Upstream of magjor

popul ation centers, water storage could be used to form new reservoirsthat would hel p to combat drought
stuations. All of theseoptionswill help provide safe water when Virginianeedsit, but they must be planned
for far in advance.

Thepublic hasaright to environmenta datawithout having to fear exposure of persona or inflammatory
information. Datashould beprovided inatimely manner. VDH could collect datain aCommunity Health
Needs Assessment and publish aCommunity Health Report Card. Any information that VV DH collects
should beavailableto the public for analysisand dissemination. Oneway that VVDH could provide
informationtothe publicisby providing on-lineaccessto aGeologica Information System (GIS) where
local health department data can be accessed.

Food safety needsto be addressed to prevent foodborne disease outbreaks. The public should beaware
of the possible hazards associated with imported foods. Food serviceworkersal so need to have agreater
awareness of safefood handling techniques. VDH’swork withtheVirginiaHospitaity and Tourism
Association should be expanded to devel op and offer moretraining programsto teach the latest food safety
topicsto restaurant managers and employees. Thistraining could a so be modified and offered to non-
regulated audienceslike churchesand civic organi zations.
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Finaly, the management of onsite sewage systems should befurther developed and refined. VDH should
play an oversight rolein managing these systemswhiletheir maintenance would be theresponsbility of
another service authority. VDH needsto devel op performance standardsto repl ace prescriptive standards
that do not effectively match different systemswith different environments. Performance standardsfor
onsite sewage systemswould alow for the entrance of new, more technologically advanced andinnovative
sewage systemsfor homesand businesses.

BACKGROUND

Environmental Health encompassesmany areasthat promotethe health of the community aswell asits
inhabitants. Environmental healthisan areathat isaddressed at dl level sof government, from federal to
local. Atthenational level, the Environmental Protection Agency hasworked for the past twenty fiveyears
to ensurethat citizens acrossthe nation breathe cleaner air, drink cleaner water, and havelessexposureto
dangeroustoxic compounds. VDH'sOffice of Environmental Health Servicesa so strivesto meet those
goasaongwith severd others.

The Codeof Virginiamandatesthat V DH provide certain environmental health servicesat thehedlth district
level. Some of the mandated servicesinclude theinspection of migrant labor camps, homesfor adults, and
daycare centers, aswell astheinvestigation of communicabledisease outbreaks. Eachlocal health district
hasan environmenta health manager who overseesstaff that fulfill theabovelisted respongbilities. Atthe
satelevel, VDH's Office of Environmental Health Servicesconsstsof threedivisions: TheDivision of Food
and Environmental Services, the Division of Onsite Sewage and Water Services, and the Division of
Wastewater Engineering. Collectively, thesedivisionsseek to mitigate therisksthat providefor the
contraction and spread of diseasesthrough unsafe and unhealthy environmenta conditions. TheDivision of
Food and Environmental Servicesdevel op policiesand regulationsrel ating to food and milk safety and rabid
animal control. TheDivision of Onsite Sewage and Water Servicesexamineswastewater treatment and
disposal methodsfor onsite sewage systemsand devel opspolicy and enforcement for water well and single
family home sawagetreatment systemspermitting andingtalation. TheDivision of Wastewater Engineering
carriesout VDH'sauthority in assuring that the design and engineering of wastewater treatment plants
protect the environment, operator and public health.

VISION

TheEnvironmental Health workgroup envisonsaCommonwedl th of individua scoexisting with their
environment inahealthy manner. All citizensshould be ensured healthy food and water supplies. Virginians
will beawareof theactivitiesof and servicesprovided by the hedlth department and they will utilize them.
Educationisthekey to raised awareness of environmental healthissues.

Education and training aretwo magjor parts of the health department'sroleto provide asafe environment for
thepublic. Trainingthestaff withinthe agency will enabletheagency to providequality servicetoits
consumers. Also, training individualsinthefood serviceindustry will enablethe health department to
prevent crisissituations. Inorder to havethe public'scompliance with health related issues, VDH needsto
providethe public withinformation that affectstheir health. Theroleof VDH should beto enablecitizensto
understand the risksand ramifications of their behaviors, and to promote appropriate behaviors.

Establishment of public-private partnershipswill enable the heal th department to utilizeresourcestowhich
they may not have had accessin the past. Thiswill improve economic development inthe state. Forming
partnershipswill enable the health department to reach members of the community that they could not reach
previously. Therearenumerous modelsof public-private partnershipsthat have been successful and should
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bereplicated. Itisessentia that theissuesrelatedtolegal liability for VDH's partnersin contributing tothe
community areaddressed. Thiswill decreasereluctanceto partner intheprivate sector. AsVDH looksat
partnering, it should consider what servicesit can receivefrom the private sector, aswell aswhat the health
department could offer. VDH could provide bus nesseswith heal th services (smoking cessation programs,
immuni zations, general health promotion programs) that employeesof the private sectors may not otherwise
receive.

The health department should al so take a proactive stancein thefuturewhen dealing with federal regulators.
If VDH takesthisagpproach, it will haveaninfluenceintheformulation of policiesand regulations. For
example, VDH could work with federal agenciesto devel op new model standardsto monitor thefood
supply. Food safety isjust oneaspect of environmental health that the health department will needto
addressinthe new millennium. Othersincludewater quality, water resourceplanning, thepublic'sright to
know, and onsite sewage.

WATER QUALITY

Thequality of anindividual'sdrinking water hasasignificant impact on hisor her health. Sincemany
Virginiansusewellsto supply their drinking water, an assessment of privatewellsisessential. Thisprocess
would haveto start with apublic awareness campai gn to educate private citizens about water quality
concernsinthe Commonwealth. Citizenswho usewellsneed to beinformed of the stepsthey could taketo
ensurethequality of their water. Thefirst step would beto request that VDH or aprivate contractor test
well water for areasonablefee.

At onetime, VDH did provide thissampling servicethrough contractswith Virginia Tech and the Division of
Consolidated L aboratory Services. It wasapopular serviceamong customers. Asbudget constraints
grew, the service could nolonger be provided by many health districts. Thefeefor the sample covered the
lab costs but not the associated personnel costs. These costs could have been covered by asmall increase
inthefee. Local hedth department field staff would liketo seethisservicereinstated. Providingthis
servicegivesthe health department the opportunity to gather valid databecause VDH staff aretrainedin
collecting water samples. The public a so benefits by having trained professionalscome out and assesstheir
water supply. Theseprofessionalsevaluatethe source and if there are obvious problemsthey can suggest
solutions. Thisisagood quality control measurethat could be providedto citizens.

VDH could consider contracting with private companiesto provide water sampling servicesto the public.
Some health districts have continued to providewater testing. Insomeareas, local health departments
contract with privatelabsfor testing, others have health department personnel do the sample collection.
Virginiadoesnot currently require sellersto test water, but most lending institutionsdo. Water testingis
required for new wells. Thetestingistheresponsibility of thewell owner, typicaly adeveloper. Theowner
hasto show that thewater issatisfactory at that pointintime. If it werearequirement that VVDH conduct
water testing, it would place agreat demand on personnel resources. In order to effectively and efficiently
providewater sampling, VDH needsto make surethe chargefor thisservice coversthetota overheard
cogts: transportation, administration, and personndl.

Generdly, water testing isdoneasapart of alegd transaction, particularly real estatetransactions. VDH
needsto raise awarenessthat water systemsare only as safe asthe regul ationsrequirethemto be.
Requirements may not meet the expectationsthat people have about their systems. Thetest result that a
customer currently getsisasnapshot of no morethan afew test resultsthrough acontinuum of years. This
may give peoplethefalseimpressionthat their water issafe.
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Many testsanalyzeonly for bacteria. Thereareother concerns: viruses, lead, pesticides, and herbicides. A
seriesof teststolook at many factorsincreasesthe cost significantly. 1f customerswant acomprehensive
assessment of their water, numeroustestswould haveto be done, costing thousands of dollars. Instead of
testing asamplefrom each homefor every substance, VDH could study representative water samples
around the state and publish gtatisticsfor each area. Thiswould give consumersanideaof what islikely to
beinther water. Then consumerscould test their own water based on thereported findings. It wouldbea
valuable serviceto consumersto help them know what isandisnot likely to bein their water based on
information collected about thewater inthat areaand land use. Also, if VDH publishesthisinformation, and
then consumerstest their water, they will have criteriaby which to judgetheresults. Oneimportant concern
indoing any report likethisisconfidentiality. VDH could do reportsonagenera area, but not release
information on specific homes. Thiswould protect property va uesand encourage peopletotest.

Another recommendation from the environmental health workgroup isto tax bottled water and usethe
revenuetoimprovewells, small water systems, and sewage disposal systems. Just afew penniesfor each
bottlewould makeahugedifferencein Virginia. Itisapotential sourceof revenuefor programsto
improvewater quality. No information specific to bottled water salesin Virginiacould be gathered.
However, theInternational Bottled Water Association liststhetop ten statesin termsof gallonsof bottled
water sold. Evenif Virginiasold only one half asmuch bottled water asthetenth state, Colorado, it could
gainover fivemillion dollarsayear in revenuesfrom aone penny tax on each quart sold. VVDH could
designatethemoney to improvewells, small water systems, and sewage disposal systemsby creating a
revolving loan fund that aprivate water supply owner could tap into for infrastructureimprovements.
Currently thereissuchaprogramfor public systems. To qualify for theexisting loan funds, awater system
may be privately owned but must serve at least 25 peopleor 15 connections. VDH needsto target those
consumerswhosesystemsarenot eligiblefor loans. Virginiashould consider creating arevolvingloan fund,
grants, or even spending the money on eval uating how safedrinking water systemsactualy are.

Another possibleway to keep privatewellsand small water systemsin good condition isto chargeowners
afeeevery month that would be put into an escrow account. Fundsfrom thisaccount would be used to
repair wellsand water supply systemswhen needed. Currently, some systemsareallowed to break down
and ownersabandon them. Thisideaaddresses new ownersthat comeinto public systems, but it would not
solvethe problem of thosethat are already in existence. Privateindustry hasexpressed resi stanceto setting
up these escrow accounts because they want to know who is overseeing the account and that their money is
being handled properly.

VDH could help consumersdevel op safe drinking water systemsby encouraging private businessesto
contribute complementary goodsand services. Withtheright incentives, it would be possbleto implement
aprogram where businessesthat have equipment, staff, and material s could donate these to the public good.
Thereisasmilar self-hel p program at the Department of Housing and Community Devel opment where
customersdo someof the construction themsel vesand bus nesses contribute equipment and materials, such
asbackhoesand water linepipe, at cost. To enticebusinessesto participateinasimilar program, Virginia
could examineatax relief program for thesetypesof charitable contributions. Tax incentivesmay not even
be necessary. Somebusinesseswill provideacharitable contribution for thepublic’'sgood. VDH, in
partnership with the benefitting community, could provide public recognition for the contribution or service.
VDH'smost essentia functionin thisendeavor would betowork asaclearinghouseto link individualsin
need with companiesthat can help.
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Another way toimprovewater quality inthe Commonwesalthisto publishloca stream contamination
reports. Itisessential that the public have current information on streams. A requirement aready existsthat
stream contamination testing be done. Warning signsare posted, asneeded. Often, local governments
cannot correct identified problemsbecause streamscrosslocal jurisdictionboundaries. Thestatehasa
significant roleto play. DEQ and the Department of Gameand Inland Fisheriesconduct testing. The
United States Geol ogical Survey hasanumber of sampling stationsaround the state wherethey test water
quality and streamflows. Theinformationisavailablebut it should bemademoreaccessibleandtimely.
Any information onwater quaity should be presented with aproper public health perspective.

Finaly, VDH should specify human hedthissuesrelated to water quality. The public needsto know why
safedrinking water isimportant and the potential consequencesof contamination. To ensurethat the public
hasthisknowledge, V DH should find more effective waysto disseminateinformation. Onepossibleoption
istotake advantage of VDH’sexisting linkswith county extension servicesand local public schools.

WATER RESOURCE PLANNING

Thekey to effective water resource planningisstrong leadership. Thereareanumber of playersinthearea
of water resource management and it isessential to bring them together. The public, providers, regulators,
policy-makers, and other interested parties should collaborate and coordinate effortsto ensure effective
long-range planning. VVDH should provide apublic health perspective on water resourceissues. The
Environmental Health workgroup believesthat the State Water Commission isthemost effectiveforumfor
theseissuesand its membership should be expanded to include representation from the VirginiaEconomic
Development Partnership, VDH, and DEQ. The public must aso beinvolved inwater resource planning.
Through apublic awareness campaign, citizens could be educated on how, where, and how much water
they can conserve.

Oneoptionfor further explorationisadua water system agpproach. Dual systems providetwo typesof
water for residential use, graywater for irrigation and toilet use, and potablewater for al other uses. First,
VDH would need tolook at current lawsand regul ationsto seeif they alow for two different quaities of
water- industrial and domestic. It would also be beneficial to examinethe successof dual systemsin other
areas. They have been usedin other, morearid states. There have aready been factual and statistical
studiesdoneon graywater. Virginiashould hold public forumsthat discussdua systemsoptionsto outline
choicesand get feedback fromthe public. Dua systemsareamore viable approach in new homesthanin
existing houses. Itiseasier for devel operstoingtal dua systemsin new construction rather than refit
existing structures. Virginiahasaready passed legidation that called for the devel opment of guideinesfor
graywater reuse. VDH and DEQ should continueto promotethe use of graywater. Public forumscould
carry out thislegidativeintent.

V DH and other water resource agencies such as DEQ and the Department of Conservation and Recreation
need to encourage | ocdlitiesto assessfuturewater needsand plan accordingly. Thereareavariety of
strategiesto reducethe demand for potablewater. The committeefelt that the best way to plan for water
resourceswould beto have astate-wide authority, likethe State Water Commission, preserving parcels of
land from devel opment for use asfuture water resource areas. The state needsto havearoleinreservoir
development, water impoundment areas and off-stream water storage because theseissues can crosslocal
jurisdictiona boundaries. Even though these systemsmay not be built for many years, planningisneeded
now sotheland will not bedeveloped. Effectivewater resource planning now could prevent seriouswater
shortagesinthefuture.
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PuBLIC's RIGHT TO KNow

Thekey issuesaround the public'sright to know are confidentiaity and timeliness. Information must be
published without being inflammatory. Theworkgroup believesstrongly that wheninformationiscollected
that it should be disseminated inatimely manner. A coordinated effort between the collection, analysis, and
publication of information would improvetheinformation that the public receives. Proper hedlth guidance
must al so accompany public healthinformation. Oneway to publish heathinformationisthrougha
Community Report of Environmenta Conditions. A mgority of theworkgroups have recommended that
the heal th department compl ete community health needs assessments (CHNA) at thedistrict level. One
component of these broad heal th assessments should examine environmental health issues.

Another possible sourceof information for the publicisaVVDH Geological Information System (GIS). GIS
isnot currently availableinal hedthdigtricts. If VDH wereto acquireand implement astatewide GIS
system, each digtrict could create adatabase of environmental healthinformation. With aninternet-based
system, the public would be ableto accessinformation about and images of aparticular piece of property.
VDH aready hasthe some of thetechnol ogy needed to providetheinternet-based serviceto the public, T1
linesand servers. However, VDH would need to purchase additional hardwareto ensure successful
implementaion. OnceaGI S system was operational, the system could be expanded to link with other
agencies.

FOoD SAFETY

Thequality of thefood supply iscritical to the health of each and every citizeninthe Commonwealth. As
the popularity of imported foods grows, consumers need to be aware of safety issuessurrounding
international food items. It iserroneousto think that foodsfor saleinthe grocery store areguaranteed to be
safe. Changesininterstate and international commerce have madeit essentially impossibleto guaranteethe
originsor safety of all foodsavailablefor sale. Consumers should be educated about the regul atory
processesthat affect our food supplies. For instance, VDH's shellfish program requirestagsto accompany
aproduct and to stay onit until it getsto the consumer. Thetagshaveacertification number from the health
department which can be used to determinethe history of the product’shandling. Consumersshould be
more aware of requirementscurrently in placeto protect their health.

In addition to educating consumers, V DH should expand itsrolein educating food handlers. VDH, the
VirginiaHospitality and Tourism Association (VHTA), and the Cooperative Extension Service could partner
to devel op and implement astatewide certification training program for restaurant managers and employees.
Asco-sponsors, VDH , VHTA, and the Cooperative Extension Service could utilize the community college
systemto offer training sessionsto food handlersand their managers. The certification programwould
provideon-going training to restaurant empl oyees about the most recent food safety handling techniques.

I ssues about the originsof food products and the associated risks could betaught aswell asproceduresfor
following up with supplierstoinquire about the safety of food products. Theclasscould aso providea
vehiclefor VDH to promotetheinocul ation of all food handlersagainst viral diseasessuch ashepatitis. All
regul ated food serviceentities could berequired to participatein thistraining. Other non-regulated groups
could dsoreceivefood safety training. For example, church groupsor other civic organizationsthat often
sl food for fund raising could voluntarily attend seminarson healthy food handling methods.

ONSITE SEWAGE
The Environmental Health workgroup believesthat the processto assessthefunction of onsite sawage
systemsshould bechangedin Virginia. VDH should have an oversight rolein the maintenance of on-site
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sewage systems, coordinating permitsand the eval uation of the systems. However, inspection could be
done by an authorized maintenance entity or serviceauthority.

V DH uses prescriptive standardsto permit the construction of onsite sewage systems. Theworkgroup felt
that performance standardswould be moreeffective. Prescriptive standardsprovide acookie cutter
approach that may not work at different sitesor with varioustypesof soil. Currently, ahomeowner must
install asystem that meetsa prescriptive set of definitions. If the system failsto meet therequirements, a
homeowner isobligated to design and install an dternative system. Most homeownersarenot willing or
knowledgeable enough to dothat. Performance standards|ook at each system separately. Such standards
would require, for example, acap ontheamount of nitrates and fecal matter that can bereleasedinthe
ground or surfacewater. Introducing new technology would allow another entity, asewer district or service
authority to manage, monitor, and maintain these systemsover their lifetime. VDH would maintainthe
performance standards. Moving to asystem based on performance standardswould alow for more
innovative onsite sewage disposal systemsfor private homesandindustries.

CONCLUSION

TheVirginiaDepartment of Health obvioudy playsanimportant rolein assuring the public’ shealth based on
thequality of theenvironment inthe Commonwealth. Greater knowledge about the quality and water
resource planning will result in healthier and more abundant water sourcesinthefuture. VVDH's continued
collection and more effective dissemination of environmenta health datashould servetheagency inraising
public awarenessabout environmenta healthissueslikefood safety and water quality. Thisawarenesswill
giveboth policy makersandindividual consumersthetool sthey need to makethe decisionsthat are
hedlthiest both for themsel vesand for the communitiesinwhich they live.
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HEALITH

EXECUTIVE SUMMARY

Health information is one of the key functions of public health. The Virginia Department of Health
collects data and produces health information in each of its departments and offices. Currently the
health department is striving to create coordination among its own health information systems as
well as between public and private health information systems. By focusing both public and private
health on prevention, health information systems will start to collect more popul ation based data.

Public health needs to consider several factors when examining future information needs. The
importance of quality health information liesin its impact on decisions made both at a policy and an
individual level. Health information should not be driven by political will, but, rather, by the
information that is truly needed to impact the health status of the Commonwealth. Successful public
health information systems deliver useful, easily accessible, understandable information to the
general public, aswell asto public and private health care providers.

To better suit the health information needs of its customersin the future, VDH needs to take several
steps. First and foremost, the current information infrastructure needs to be given the funding and
staff necessary for sustainability. By creating avirtual data center, VDH would be positioned as a
leader in health information systems, and, eventually, would become a catalyst to linking public
health information with data from private providers, HMOs, and hospitals. By including a virtual
catalog of health surveys donein Virginia, the online data center could increase awareness about the
health information collected and available in Virginia

Outpatient dataisan additional healthinformation component that needsto be strengthened. Expanding
outpatient data collection toinclude more popul ations and other sourceswould greatly increasethe
completenessof thisdataset and, therefore, increasethe datal'susefulness. Community health needs
assessments (CHNA) would a so hel p the heal th department gain and make public critical health
information. VVDH could use CHNAsto discover what typesof healthinformation the public would liketo
have and the best formatsfor that information.

BACKGROUND

Public health information began in Virginiain 1631 when the Colony of Virginia passed an act for
the collection of vital statistics. The Bureau of Vital Statistics was created in 1912. Vital statistics
remain among the most used data collected by the health department.

All of the various offices and departments within the health department collect, store, and analyze
data. Until recently, all of these departments used different systems to manage their data, thus there
were numerous disparate information systems within VDH. In July 1994, VDH made an attempt to
merge these data systems into a more consolidated network of systems by creating its Patient Care
Management System (PCMYS).
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The Moveto VISION:

PCM Swasthen replaced by VDH'sVirginial nformation Systems On-line Integrated Network. This
network, VISION was built to create more efficient data sharing and decision making. The first
phase of this effort was completed in April of 1999, when the health department merged into one
system with eight subcomponents. This system is currently being remediated to build afoundation
for aweb-based healthinformation system. Thefirst stepintheweb-based systemwill bealarge scale
databasethat will hold information onimmunization recordsfromall over the state that will be shared at the
hedthdigtrict level. Thisimmunization record system should be up and running by 2001. Many modules,
including Environmental Health and Communi cable Disease Control will beadded to VISION initssecond
phase. Eventualy, dl of themodulesof VISION will belinked to other databasesincluding information on
discharge dataand censusdata. Thus, end userswill havethe ability to compare dataamong severa
databases.

The Role of the Private Sector:

The private sector also plays alargerole in health information. With the growth of managed care,
the health system in America has become increasingly concerned with rising costs. Americans now
spend over atrillion dollars ayear on health care, afigure which is completely out of proportion with
that spent by other countries. We, as a nation, should be getting more from thisinvestment. Data
can maximize the impact of our health care spending. Cost/benefit and cost effectiveness analyses
cannot be done without good data, yet they are necessary for VDH and other health agenciesto
better target our limited resources to maximize positive health outcomes.

Asprivate sector health care players see costs

rising, managed care systems a so concentrated on There are strong reasons to re-train the

prevention, which, moretypically, had beenthe public health workforce to focus on

focusof public hedth. Assuch, therolesof private | Population-based prevention and health

providersand public health departmentsare promotion, including:

changing and converging. * Increasing data on the impact of behavior
change as it relates to improved quality
of life

Population-based Care:

Public healthisnolonger equated with diseases of
poverty- itsfocus has shifted to popul ation-based
careto address controllable causes of morbidity
and mortality. Many of VDH'spast effortshad
focused on caring for individualsasthey related to thelarger community. Prevention hasbecomethe
overarching god for both sides of the health care system. Information strategies have advanced from
collectingindividua patient information (e.g. hospita, pharmacy, and laboratory records) to gathering
informeation that describes popul ations. Population-based informationincludessurvelllance systemsand
diseaseregigtries. Hedthinformationiskey to healthier communitiesand VVDH needsto beintheforefront
of itscollection, analysis, and publication.

* Recognition that access to medical care
prevents only 10% of premature deaths

VISION

The hedth information workgroup envisonsasystemfor health information that isuseful to publicand
private health professionas, and a so provides opportunitiesfor general public usagein areasof high
interest. Withtheincreasing usage of the Internet, more dataand information are going to be used by the
public. A hedlth datawarehousethat can be accessibleto public and private health professionasshould
addressthe concern related to theincreasing public use of the Internet and data. Information should be

66



eadly accessiblein afashion smilar to using awebsite such aswww.dr.koop.com. Thiswebsiteallows
usersto easily browse through topics such as health news and resources, to participate in ahealth topics
chat room, or to find out about prescription drugs by searching an on-linedatabase. Information should be
useable and meaningful to everyoneregardlessof educationlevels.

TheUniversity of VirginiasWeldon-Cooper Center for Public Servicewebsite (http://mww.virginia.edw/
coopercenter/) isan excellent, user-friendly modd. With one click onthe Weldon-Cooper site, individuas
can access statewi deinformation on topicsranging from agricultureto transportation, and can call up search
enginesfor federd data.

Quality Information:

Dataprovided over thewebsite should be accurate, relevant, and availableto the publicinreal time.
Providers of datawill need to keep a consumer-based focus to ensure that the information is both
accessible and easily useable.

With the rapid growth of the Internet, the number of savvy consumers of health information will
grow over time. The use of data should have a measurable impact on the health status of
communities, used by decision-makers to make informed decisions. Quality health information will
result in better policy decisions and better assessment of community health.

Integrated data systems need to be devel oped so the health of the population of Virginia can be
monitored on an ongoing basis. In addition, health information needs to be provided to individual
citizens to be used in making healthy lifestyle choices.

To best assessthe current state of health information and to best describewhereit needsto gointhefuture,
thisworkgroup devel oped five main areas of concentration: aStatement of Importance and Need, aGuiding
Principlesfor Planning, Challengesfor the Future, Critical Success Factors, and |mplementation Strategies.

STATEMENT OF IMPORTANCE AND NEED

Theimportanceof and need for quality health information cannot be understated. Traditionaly, health
informationisan areawithin the health department that has been underfunded and understaffed. The
accomplishmentsthat have occurred are considerabl e given thefact that there hasbeen very little money
dedicated toit. VDH spent about 1.5% of its1999 budget on health information. Thesystemistypicaly
patched together clearly not aviable approach for thefuture.

The current system of information gathering, assessment, and dissemination is broken. Today, there
are countless disparate systems that need to be integrated. Although VDH has been working on
integration since 1997, compl ete integration has not yet been achieved.

Onebarrier tointegration isthat reporting requirementsin the Code of rginiaare completed by one
person and theninformation isput into aseparate system and it isnever shared. For instance, the Virginia
Department of Motor Vehiclesand the VirginiaDepartment of Education both collect datathat reflectsthe
well-being of Virginiascommunities. However, thisinformationisnot typically merged withinformation
collected by VDH. If thesevarious pieceswere viewed together, we would have amore compl ete picture
of the state'shedth status.
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Most "outsiders' perceivethat public heathissmply theprovision of hedlth care serviceswithout
congdering datagathering, evaluation, and dissemination of information. Yetinformationisessential to
influencing behaviorsand changing health outcomes. Currently not enough usesbleinformationisavailable
to measurably impact outcomes. There needsto bearenewed focuson shifting from clinical careto
information collection, andysis, and ditribution.

Decision-makersmust understand the public health shift fromthe " provider of last resort” to population-
based care. Effective prevention strategiesguide peopleto modify their behavior. While, ultimately, itisthe
individual'sresponsibility toimprovetheir health behaviors, public health shouldinform them about how and
why they should makethe changes.

Often, decision-makers dislike the thought of spending additional dollars on data collection and
statistics. They need to understand that data collection is a part of the education process. It istoo
simple to say that health professionals need more data. There are gaps in what data is collected and
therefore there are gaps in information systems. Datais alarge piece of measurement and targeting
activities. Health professionals want to monitor many kinds of datain order to make sound
decisions and provide good advice.

Onetype of datathat this committee feelsis useful arises from the youth behavioral risk factor
survey. Thisdata could be used in conjunction with other data sources in planning mental health and
socia servicesfor the future.

Surveys can be used to get data that cannot be found from other sources that flow from systematic
data collection. Surveys are beneficial in extracting data for the population as awhole. Some of the
existing data sources that Virginia uses are selective and apply only to those people in a certain
system.

Special periodic surveyscould be used to assessthe state's health status. Thesesurveyswouldreacha
greater population not s mply thosewho are hospitalized or receiving outpatient care. Becausethese
periodic survey assessmentsrequirethe use of multipletools, itisfundamental that those datasourcesbe
shared to get acomplete picture.

Insurveys, samplesize affectsthelevel at which the datacan beinterpreted. For datato bevalid at the
local level, the samplesizemust increase, and, long withit, the cost of the survey. Thisworkgroup
encourages expanded samplesize at the statelevel. Surveyscould beinitiated by the health department at
the statelevel and the central office could partner with localities. Thiswould also help to establish
consistency in questions asked from locdlity to locality to ensure comparability at the statelevel.

Other Sources of Health Information:

Surveys are not the only source of health information. Other sourcesinclude U.S. Census data,
reportable disease records, vital statisticsinformation, disease registries, and sentinel surveillance.
Information from all of these sources must be combined if we are to have a compl ete picture of
public health status. No one piece can paint acomplete picture. It isessential to note the relative
importance of each datasource. For instance, without Censusdata, health officialswould lack aplatform
element that servesasacommon denominator for the other datasources.
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Thereisastrong need for increased awareness. Citizensneed to know therange of dataVVDH collectsand
theinformation VDH provides. Currently thereisawealth of healthinformation availablethat isunused.
Thedataisaccessibleand useful, yet usersdo not know it exists.

Not only does information need to be user friendly and accessible, it also needs to be promoted.

Even within the state system there are alot of data sources that are not being shared and are,
therefore, underutilized, such aslaw enforcement dataand other statelevel agency data. Even peoplewithin
the health department can be unaware of the data sourcestheir colleagueshave and use.

VVDH needsto both broaden recognition of the datanow available and educate interna and external
audienceson how tointerpret and usethedata. Itisessential to completethisstep before creating new
datasources. By increasingloca leve utilization of information, the statewill be ableto better target limited
resourcesto change health outcomes.

GUIDING PRINCIPLES FOR PLANNING

There are several principles that should be kept in mind while planning for the future. First, health
data should meet the greatest needs of the greatest number of people at the lowest cost, and be
completed and available as quickly as possible. At times, politics, more than true public need, drives
the collection of data.

While the information needs of researchers, policy setters, decision-makers, and the genera public
must be met, there is no such thing as free data. Thus, cost-benefit considerations should be made
when developing data systems. For example, from a public health perspective, VDH should choose
adata system with abeneficial impact for everyone in the state, versus an expensive system that
would only apply to 1% of the population.

It is essential to balance information and data needs with security and privacy concerns. Although
health professionals or the health department may see the value of having compl ete sets of health
information, individual consumers resist having personal information made public for the sake of
data gathering and information processing. Many consumers fear the advancement of health
information technology and see it as athreat to their privacy. These are valid concerns that must be
addressed. Health information systems must respect public processes and public concerns relating to
personally identifiable medical information.

Timeliness of datais another key principle in planning for health information systems. To be useful,
data hasto be timely. If providersfeel that they are getting useful information, they will be more
inclined to report, and, therefore, data sets will be more complete.

Providers a so need feedback to know that their efforts to report data resulted in something useful.
One of the biggest complaints from the private sector is that they send the health department much
information but they never hear about it. Providers wonder how the dataisused, if at all. Many
health professionals dream of having all communicable disease reporting automated, with
practitionersableto receiveimmediate feedback on reportable diseases. Thisautomation could makeared
impact onthequality of care.

Theoverriding god ishigh quality of careto keep peoplein Virginiaheathy. Thefocusmust remainon
positive health outcomes, otherwiseno level of technology and dataisuseful.
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One purpose of the health department is to process data into meaningful information. It issaid that
we are drowning in data but starving for information. To be useful, data must be complete, accurate,
and organized in away that directs users to the policies that need to be made. Simply creating tables
of data does not aid in developing the best policy options.

Truthfulnessisa soimportant. Datashould accurately reflect what occursinthereal world. Inaddition,
given the costsassociated with collecting and entering data, our health information systems should work to
reducethe burden on those who haveto report data. To the greatest extent possible health care
professionalsshould take advantage of pre-existing automated systems.

VDH dready uses nationally defined datastandardsfor softwareand financial data(HL7 and X12
respectively). Asmorestandardsare devel oped for futureinterstate dataexchange, VDH needstotakea
proactive stancein participating at the national level. American National Standards|nstituteand the
National Association for DataOrganizations areworking on datastandardization. 1t would bebeneficia for
V DH totap into the decision-making process, collaborate with the coordinated national effort, and voiceits
opinions. If it doesnot participatein the planning process, VDH will smply betherecipient of guidelines
passed down from national institutes.

Inthefuture, federal grantsmay requirethat acertain set of information be ddliveredin aspecificformat asa
condition of funding. Thefederal government might al so create astandardized program like Epinfo, a
public health software package devel oped by the Centersfor Disease Control and Prevention which alows
the user to create and analyze adatabase of medical information. Certain organizationsmay prevent entities
that can not "talk" with their electronic medical records systemsfrom doing businesswiththem. Intheface
of possibilitieslikethese, VDH needsto bein theforefront of standardization and policy development .

CHALLENGES FOR THE FUTURE
Whiledevel oping guiding principlesfor planning, the hea thinformation workgroup identified severd

chalengesfor thefuture. Thesechallengesare
current hurdlesthat must Among the several reasons why the health be passed in order to
progress successfully department will not be able to continue into thefuture. One of
VDH'scoreproblemsin patching together funding streams and generating good
information is that revenue sources for health information in information collection,
analysis, and | thefutureare: dissemination havebeen
underfunded and | °® lackofinfrastructure; understaffed. Eachof
thesefactorsimpactsthe | * 1ack of training; extent towhich VDH can
develop and use | ® VDH'sclinical focus; information. Thehedlth
department's clinical * the categorical nature of public health focusisabarrier to
achieving information » federal restraints that inhibit flexibility at infrastructure. To shift
fromadlinical carefocus the local level. to aconcentration on
popul ation-based care, aculturechangewill have

to occur withinthe agency. Such achangewill not take place overnight, and somelocalitieswill accept this
changefaster than others.

Theorganizationa structure of VDH aso presentschallenges. VDH consstsof one centra office, 35 hedlth
districts, and 120 local health department offices, and ahandful of locally administered health departments
which areindependent of thestate (in Arlington, Fairfax, Richmond). Sinceamgjority of local health
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departmentsfall under the supervision of the central state office, local health departmentsarefreefrom
havingto create policy inadditionto providing services. Although thisremovesaburdenfrom hedth
directors, it so constrainsthem in creating policy to theextent that it involvesadvocacy. Thus, thefocusof
most locd health departments continuesto remain toward service provision.

Another challengethat must be met in thefutureisthelack of coordination between the heal th department
and hospitals. Both entitiesneed community and political support to beableto exist and grow. Hospitals
and health departments are beginning to seethat they cannot simply provide satisfaction to peoplewho
comethrough their doorssick and needy. The current competition for patients creates duplication and
detractsfrom the efficacy of both entities.

Critical Success Factors

Critical success factors paint a picture of what success should look like. Flexibility in data content
and data relations will be crucial to creating successful information systems. It will be important to
build complex functions that are flexible to changing circumstances, rather than trying to specify
every eventuality in the data. Systems also must be designed step-by-step to avoid the traps that
arise when ahuge system is designed all at once.

Flexibility must also be present in underlying technology. Design systems need to be able to be
easily modified. They should alow for entry points for data exchange with other systems. Systems
with stand-alone modules that can communicate with each other in nonproprietary computer
language usually offer more flexibility than tightly integrated systems.

IMPLEMENTATION STRATEGIES

There are severa steps that can be taken to strengthen health information systems across the
Commonwealth. First, unless the information infrastructure problems that already exist within the
health department are fixed, progressisimpossible. More resources need to be dedicated solely to
public health information systems.

VDH should serve as the catalyst working to achieve data integration among the data systems of
other state agencies, health plans, hospitals, businesses, and other organizationsto build asingle
consolidated system. VDH needs to discourage the use of individual proprietary data systems,
instead gathering data from many sources and putting it in avirtual data center. VDH has aready
started creating adatawarehousefilled with the agency'sdata. With enough resources, thisdata center
could be expanded to link with other systemsto provideamore complete datasource. All of this
information could eventual ly beweb-based and accessibleto the public viathe Internet.

Another on-lineresourcethat the health department could devel opisavirtua catalog of surveysdonein
Virginia. Thiscatalogwould beauseful tool toincrease accessto health information among decision
makersand thegenera public. A catalog of surveyscould increase awareness about what informationis
collected and availablein Virginia. For instance, if onelocality knew that asurvey had been done
somewhereel se, they could adapt that survey tool, instead of devel oping their own, leading to lower costs
and more comparabledata. A virtua catalog would aso help highlight any holesin these survey
assessments. |nother words, it would show what areasremained unexamined. However, acatalog likethis
would require ongoing maintenance, not just aonetimeeffort.
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Inadditionto cataloging surveys, VDH will need to continueto participatein the youth behaviora risk factor
survey. Thereisnational dataand ahistory of datafor the Commonwesalth that provides good mental health
datafor thefuture. Thissurvey needsto be continued onastatewidebasis. Currently 17 localitiesconduct
thesurvey ontheir ownthisdatacould bevery helpful if it only wasdisseminated morewiddy. Usedin
conjunctionwith other datasources, thisdatacould be most effectivein planning mental health and social
sarvicesfor thefuture. (Thesamplesize needsto alow extrapolation at thelocal level.)

Community Health Needs Assessments:

Community Health Needs A ssessments (CHNA) would a so hel p the heal th department serveinan
information coordination role. Almost all Turning Point workgroups, including health information,
have recommended CHNAS.

Tomost effectively structure public healthinformation resourcesin thefuture, V DH needsto know what
informationisused, what information isneeded, andinwhat format itisthemost useful. VDH should create
atwo-way communication mechanism for getting feedback from customerson what they areand are not
using. When health professiona sknow theinformation the publicisseeking, they are better ableto meet
those community health needs.

Outpatient Data:

Outpatient datacollectionisanother areathat needsto be strengthened to create acompl ete health
information system. The current outpatient database contains only information collected on care
paidfor by the state (state employees and M edicaid patients), which equalsamere three-to-five percent of
theentire patient population. Outpatient dataneedsto be expanded to include other patient popul ationsand
information from awidevariety of stes, including diagnostic imaging centersand ambul atory care centers.

Clearly, the value of the information collected needs to be balanced with the burden of collecting the
data. Itisnot redlistic to collect al health care information on all patients. VDH should strive to
coordinate a comprehensive set of health care data gathered electronically with the ability to link
different care components so that an individual user can see the total picture.

CONCLUSION

Better health information systems will trandlate into healthier Virginians. If VDH can determine
what health information the public needs to make better health decisionsindividually, those needs
can befilled by public health information systems. Additionally, if VDH can provide decision
makers with timely, accurate, and complete information they will be better able to make decisions
about public health at the state and local level.
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SCENARIO

Turning Point envisioned future success as part of ascenario planning exercisefacilitated by the Ingtitute
for Alternative Futures (IAF). Thefollowingisasynopsisof thefindingsfromtheexercise.

Individuasview thefuturethrough different eyes. Theseviewsare based on different temperaments, and
thegoal of the partnershipsaswell asthe organi zation isto understand and integrate these differences

effectively. Four different typesof futuristsneed to learnto work together in order to shapeafuturethat all
canprefer. OneistheVisionary, another the Analy<t, athird the Planner, and afourth the Manager.

Most membersof the Turning Point Steering Committeeidentify themselvesaseither visionariesor
anaydts. The Steering Committee strength thusisgenerating clarity about thefuturefromthevisionary-
analyst combination. Thisstrengthwill need to betrandated by plannersand managerswho can help
accomplishwhat the Steering Committee sees. It will bebeneficial for thevisionariesto affiliatewith
planners, who need to seethat the best of the past can be brought into the future by Turning Point. The
analysts can best reinforcethe pragmati ¢ approachesthat managerswill taketo solveimmediate problems
standingintheway of project goals. Thevisionariesmay need to bereassured that whilethemore
pragmatic stepsaretaken, the values of the project are honored. Asprogresstoward thevision becomes
part of the shared experiencein Turning Point, the contribution of al four typesof futuristswill become

Clearer.

Each Steering Committee Member was asked to writeamemo
to theincoming Governor of 2010, imagining that the Turning
Point project was so successful that the Governor requested
thememofor thelnaugural speech. Each memo wasthen
shared with other participants, who wereencouragedtolisten
asdlies, toaffirmthe" degper music” within each statement.
Thevisionexerciseraised severa themesexpressedinthe
following chart.

Onevisionfor 2010 stated that Virginiabecamethe healthiest
placetoliveinthenation. Investment in peoplewasacommon
theme. Theideaisthat healthleadsto prosperity for the Sate;
whichinturn contributesto hel ping peopleimprovetheir hedlth.
Thereturn oninvestmentsinindividual heath emergesinthe
form of the collective society'sability to prosper. Inother
words, Virginiacan create ahealth-wealth dynamic. Hedlthy
peopleare more productive. Healthy communitiesareaso
moreattractiveto busnessesthat want to locatewhereahigh
quality of lifeexists. Aspeoplebecomemoreeconomically
productive, resourcesgrow and multiply and community health
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Specific values that were
brought to the table included:

« Collaboration through public-

private partnerships as well as
unique non-traditional
partnerships, for example,
education and health care
providers

« Delivery of service without "turf

issues"

» Healthy behaviors as cultural

norm

 Stronger linkages within

communities

» Better systems and

coordination for handling "Dark
Side worries"




improves. Theexamplein public healthisthereduction of lead poisoning. Childrenwho arefreefromlead
poi soning can learn more effectively and become productive citizens better abletowork inathriving
community.

A specificgoal arising from thevision discussion wasto develop aworld-classinformation systeminthe
stateof Virginiathat will becomeamodel for other states. The prospect bringstogether knowledgefrom
theinterdisciplinary sciences, thesocid sciences, and thefaith community. Thethrustistoincreaselearning,
particularly through intergenerational activitiesthat foster community building. For example, senior citizens
participating involunteer activities, such asmentoring youths, would alow for interactive participationin
each other'slives, asthe older occupy theyounger with productive activity during hourswhen parentsare
absent. Virginiacan create theinformation system that will match resourcesand needsto improve hedlth.

MAJOR FORCES

After considering thetrendsand forecasts presented from | AF'senvironmental scans, Steering Committee
membersdecided that threeforceswere most likely to haveamagjority impact on Virginiashealth asit
relatesto Turning Point in 2010:

- Advances in technol ogy/information system technology

- Aging popul ations/demographics

- Political change

SCENARIOS FOR PuBLIC HEALTH IN VIRGINIA

Three facilitated scenario teams were given titles and brief descriptions of scenarios developed by
|AF, described below. Each team created forecastsin their assigned scenario describing how the

major forces listed above would have an impact on health in Virginia. These scenarios were then
used to identify strategies, as described below.

Scenario 1- Hard Times

Major problems arise on the road to 2010

. Epidemics

. Economic Failure

. Breakdown of economic and health
care systems

. Life expectancy falls

. Healthy years decreases

. Disparities increase

Thefirst step to addresshard timesisto makeacollective decision that circumstances must change and that
Turning Point takespart in enacting such change. Inorder toinitiatethiscollectivewill, Turning Point
bringsal involved partiestothetable.

Giventhehard timessituation, the statelooksfor additiona resourcesfor health from both the public and
private sectors. Turning Point communicatesthecritical role of health in generating prosperoustimes, and
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recommendsthat Virginiarefocusfederal, stateand local dollarsto addressthese healthissues. Sucha
crisiscouldlargely benefit public health and sound thewakeup call for prioritizing funding to addressthe
urgent health needs of the popul ation, maybe even |eading to atobacco tax of $5 per cigarette pack.

Environmental healthissuesincludeuncleanair and compromised food ddlivery systems. Oneaudacious
god isto enforcelawsand create tougher standardsthat ensure overall environmental health, leadingto
cleanair and water and safefood ddlivery systems.

Technology islikdly to advanceregardless of externd circumstances. But inthe setting of Hard Times,
Turning Point choosesto focus on theimmediate needs of the popul ation rather than spending scarce
resourceson technology. Given the necessity of triage, the program would focus on peoplelearning to
createleveragefor health morethan on technol ogy.

Aninformation systemsbreakdown forecast to beginwiththe Y 2K onset raisesnew issuesfor
communicabledisease. In particular, anincreased capacity within the public health systemisnecessary to
assi &t patientswho accessthe public health department for primary care services. Oneway todothisis
through amandate requiring providersat dl levelsto administer services. Inorder to maintain statelicensure
for doctors, Turning Point may consider going to thelegidature and making thismandate areguirement to
maintainaprofessiond license. Thiswould beoneway of "spreading the pain” throughout the health care
delivery systemto minimizetheimpact of rapidly depleted resources.

In 2010, Turning Point findsthat the aging popul ation exertstremendouspoalitical influence, asBaby
Boomersare now approaching 65. Astheeconomy had experienced arecession soon after 2000, a
magority of citizenscameto support thenotionthat aminimum level of incomeshould beavailabletoall,

Scenario 2- New Ways to Contribute

Economic change leads to healthy solutions

Strengthened communities
Commitment to health for all

Evolution to more caring society
Guaranteed incomes, lifelong learning
and knowledge about health outcomes
. Disparities significantly reduced

leading to the adoption of anegativeincometax. Alongsidethis, the expectation hasarisen amongst
communitiesthat individualswill contributeto thelarger good. With community input growing, Turning
Point addsval ue by supporting measurement of health gains.

Inorder to develop aworld classinformation system, Virginianeedsto devel op reporting guidelinesand
communicatethe cost-benefit effectivenessto appropriate stakeholders. Inaddition, the stateresearches
the potential to devel op anidentification card that containsheal th information and that al so ensuresprivacy.
Turning Point playsthe educator role by communicating to the appropriate stakehol dersthe urgent need to
enforce policy changesinthesearenas.
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Ashigh school completionratesincrease, studentsare better trained with marketable skills. Inaddition,
volunteerismisontherise, and Turning Point findsitself in aposition of strong influence. Ultimately, the
program can sponsor training coursesfor avolunteer cadre specializinginthe hedth care system, ensuring
better prevention and education.

Scenario 3- Sustaining Society:
Creating Learning, Justice and Health

A series of "paradigm shifts"

. In investment and consumption
patterns

. In income security

. In guaranteed access to health care

. Health disparities eliminated by 2010

Inthisscenario, Turning Point participatesin numerousmeasures. Themost ambitiousoneisto bring
about aGovernor'scommission that shapes change by influencing political will. By promoting the causeto
make Virginiathe hedthiest placetoliveinthe country, the politica cultureisstrengthened. The Assembly
becomesas proud of Virginiasheath status asit hasbeeninthe state'sfinancial rating. Thestate's
reputation for fiscal performance and health statusmakes Virginiathe most desirable statefor peopleand
businessesto locate.

Thischangeisembraced at dl levels state, county and community. Oneinnovativeway to moveinthis
directionistoimplement aprogram where communitiesengagein healthy competition on heath status. This
program can ensure both healthy competition and cooperation. For example, thewinning communitieseach
year can takeon leadership respongbilitiesand share their methodsto enable other communitiestoimprove
their health environment aswell. Inorder toinitiatethisprogram, Turning Point first createsmeasurement
tools by which communities can competefor awards.

Another areawhere Turning Point positively influences health in the stateisby encouraging abroader role
for the department in promoting healthy lifestylemeasures. Whilelocal communitiesinvest morefundsin
locdl programslikedrug prevention, the state can place alarger emphasison public healthto makeit a
magjor priority in policy and action. Turning Point can aso promotethereallocation of resourcesfor public
health. Andthe project cantrain acadre of citizensand public health stakeholdersto close the gap between
knowledgeand application of heathinformation.

Turning Pointisaleader inthecreation of partnerships. Astheinformation system growsand thelearning

environment advances, people are more educated and abl e to accesstechnol ogy and health knowledge.
Coupled with arobust economy, the potential for willing partners sharing informationistremendous.
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PRIORITY STRATEGIES

The Steering Committeereviewed the strategies,
seeking to distinguishtwotypes. Robust strategies
arethose assessed to belikely towork in any of the
givenscenarios. Contingent strategiesarethosethat
arelikely to beeffectivein some scenarios, but not
others.

Astheworking groups prepareto discuss
implementation of Turning Point strategies, they will
need to movekey ideascloser toimplementation.
The Steering Committee discussed, in particular, the
ideaof ahealthy competition for community and
regional awards. Thisideacan beimplemented
quickly, sinceit doesnot require various conditionsto
evolvefirst. Several categoriescan be used to award
efforts, including categoriesfor "best community™ and
"mostimproved.” Withasavvy commisson,
politicians can benefit from these competitions, which
will encourage participationin public healthissues.
While competition can bedetrimental to collaboration
and sharing of resourcesif it becomesextreme, the
community need not beundermined. For the"best
community" category, regional competition should
diffuseany tendency to restrict sharing information on
how to improve community health. Theplannersfor
thisstrategy, neverthelessmust keep clear onthe
vauesthat keep competition from blocking
cooperation. One suggested approach wasto make
theloca competitionsfor "maostimproved" hedlth

The top strategies that emerged from
the Steering Committee’s discussion
include the following:

1. To lead a Commission to assess and
improve health in Virginia, establish a
program for community awards for
health status create competition to be
the best small town, neighborhood,
county, region

2. To help localities identify
problems,then join to create common
solutions with other communities To
use heightened education/
consciousness-raising through
media, public service
announcements, websites for
community groups and individuals

3. Toidentify incentives for prevention
education, such as tax breaks for
companies that require wellness
programs for their employees

4. To create health information

partnerships for state agencies,
universities, providers and information
system companies

5. To foster links amongst Virginia's
leading Internet and communication
companies to create the public health
offerings that best improve the state's
health status.

status, with thewinner given both aprize and amandate to sharelessonswith other communities.

Thefundamental approachisfor Turning Point to create positive feedback loopswithin Virginiathat
reinforce progressive improvements in health. The plan for "winners' to share ideas enforces the
idea that with leadership comes responsibility and accountability for the success of others. These
lessonsareimportant at every level family, neighborhood, region, and state. Thisnotion of leadership
providesimportant design criteriathat Turning Point can usefor any of itsplans.

The view of health is broadening from individual to community to state. A portfolio of strategies
should emerge from the competition, with differences appropriate to the diversity within the state.
Turning Point will function as a catalyst to help communities reach the goal of making healthy
behaviorsbecomeacultural norm. Thesebehaviorswill includeexercise, immunizationsand regular
checkups. By promoting these health behaviors, Turning Point can help the health department create an
upward spira, moving beyond public health messagesto real changesinbehavior.

Turning Point canimplement change. Agreement by major stakeholdersisafirst step, and Turning Point
can contribute by bringing peopleto thetable and conveying theneed for change. In bringing different
stakehol derstogether, thisevent al so affords an opportunity for better integration between public and
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private healthcare. In conveyingthesedifferent needs, solid analysisisimportant. For example, astudy was
recently conducted inthe state, whereincorrect datawas found to indi cate that apopul ation of 4,000
youthswas being counted as 14,000 due to duplication of numbersby different agencies. If accuratedateis
unavailableto demongrateaproblem's prevaence, it isthat much moredifficult to communicate success,
sincebasalinenumbersare not availablefor before and after comparisons. No oneinapolitical position

can be expected to implement strategieswithout the assurance that that success can be demonstrated. So
thereisaneed for good numbers and measurement processesto support strategiesfor health.

We must also keep in mind along-term goal as we take our incremental steps. We have to look into
the future with realistic short-term steps that satisfy the Governor and legislature by giving evidence
of positive change through outcomes measures. At the same time, Turning Point should give itself
enough time to do something well. Nothing isworse than afalse start in Virginia. Careful planning
isnecessary. After all, three pilots that showed success in Medicaid managed care revolutionized the
business, showing that well-planned incremental steps can largely benefit a program.

From thevery beginning, the commitment of public and private stakeholdersisessentia inthe hedthcare
arena. Itisdifficult to bringin stakehol dersbeyond theimplementation phase. A buy-inismuch more
feasibleif the stakeholder ispresent in the planning phase. Waiting for the perfect opportunity will only sow
aprocessdown, anditisthuscritical to establish stakeholders now.

AsTurning Point tacklestheissues at hand, we should keep in mind that Robert Wood Johnson
Foundation'sintent isfor usto be dedicated, to struggle, to do thework that they believeisimportant.
Particularly when conditions seem arduous, we must persist and moveforward remembering their purpose
for us.

Turning Point needsthe support of political leadershipfor thisinitiative. We should be prepared to move
withinthecirclesof theexecutive and legidative branches of government in order for the programto enact
changeand gainrespect. A goa to keepinmindisfor theindividual patient to beunableto differentiate
between privateand public care. Thisisaudacious, anditisalso possiblewith the dedicationand
innovation of Turning Point and other parties. Change does not occur overnight. Future successdemands
our patience and enthusiasm now.
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| N-TERN AL

Inlate 1998, the Virginia Turning Point I nitiative solicited proposal sfor astatewide assessment of public
health performance and capacity within the Commonwealth of Virginiaanditshealth districts. Anaward for
thedesign, implementation, and analysisof thisassessment wasmadein early 1999. The study wascarried
out intheperiod from April through September 1999, and issummarized inthisreport. Thereport begins
with adiscussion of the current tate of the art for measuring performance and capacity in public health
systems. It then describesthe methodsand findingsfrom the assessment, aswell asimplicationsand
conclusionsderived from thosefindings. Copiesof the entire report can be obtained fromthe Turning
Point Coordinator.

EXECUTIVE SUMMARY

Thisreport describesastudy of statewide public health performance and capacity in Virginiathat was
carried out under the auspicesof the VirginiaTurning Point I nitiative. Thisassessment wasdesigned,
implemented, and compl eted in 1999. Public hed th performance was examined using performance
measuresthat focus on core public health functionsand essential public health services. Performancewas
viewed from different perspectives (stateand local) and using different types of questions (yes/no, scaled
responses, specific qualities). The performance study gathered information fromdistrict medical directors
and VVDH central office executivesand directors. Capacity was assessed based on what state and local
public hedth officia s perceved asthe el ementsmost important for current levelsof performance of theten
essentia public health servicesand those most important for achieving an optimal level of performancefor
each essential public health service. Thecapacity study asoinvolved district medical directorsand central
office executivesand directors, but extended the datagathering to include key district staff (nurse managers,
environmental managers, bus nessmanagers) and additional central office staff.

Taken together, data from these studies suggest that core function related performance within
Virginiaisroughly comparable to the national average in 1995, higher than statewide performance in
Kansasin 1998 and lower than that in Illinoisin 1999. Results from previous national and state
studies also suggest that Virginia health district performance on these measures is lower than that of
comparable health districts serving similarly sized populations. Improvement on these core function-
related measures may require greater implementation of formal community health improvement
processes.

Several factorsappear to be associated with higher levelsof performanceand, therefore, represent possible
approachesfor improving performancein health districtsin which they arecurrently lacking. Thesegenerdly
relateto implementation of coordinated community health improvement planning processesthat include
profilesof community needsand resources, prioritization of identified needs, and implementation of
community initiativesconsistent with priorities. Current performanceindistrictswasrelated tolocal
leadership activities, an adequate number of trained staff, and the specialized skillsof staff. Statewide
current performancewasafunction of adequate numbersof staff with specialized skills, adequate funding,
and leadership at the statelevel . Digtrict directorsand central office directors perceived improved
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performanceto berelated to greater State-level leadership and increased financia resources. District
managersfet that |ocal |eadership wasimportant inimproving performance.

Recommendationsinclude: widespread dissemination of theresultsof thisassessment, longitudina and
expanded assessmentsover time, statewideimplementation of community healthimprovement processes
and Assessment and Planning Excellence Through Community Partnersfor Health (APEX-CPH) indll
districts, and review of statelawsand regulationsto determine whether they adequately addresscore
function and essentia public health services (EPHS) responsibilities at the statewide and district levels.

INTRODUCTION

Measuring key aspects of public health system performance has long been elusive and challenging,
partly because public health has come to mean different things to different audiences. Most previous
attempts at examining performance within public health systems have either measured products of
the public health system, such as the kinds and levels of programs and services, or they have
measured the system's basic structural elements, such as the kinds and levels of its workforce or
financial resources. (Turnock and Handler, 1997)

Figurel
Key Dimensionsof the Public Health System

Purpose Inputs
v v

Functions=> Processes
v

Outputs
v

Outcome

Figurelillustratesbasi c rel ationshipsamong key dimensionsof the public health systemintermsof inputs,
processes, outputs, and results. In thisframework, the operationa measures of the public health system'’s
functionsare processes and outputs. These dimensionscharacterize public health practiceanditisthe
performance of these processes and outputsthat constitutes performance of public health'scorefunctions.
Inthisconceptua framework, inputsrepresent the structural elementsof the system or, in other words, the
capacity or capability to perform public health core functions. Both corefunction performance and capacity
arethefocusof thisassessment.
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PERFORMANCE MEASUREMENT

|dedlly, assessmentsof public health performance should measure thethree core functionsof public health
described by the Institute of Medicine (I0M) initslandmark report, The Future of Public Health (IOM,
1988). Assessment, policy development, and assurance have been defined and described in variousways
sincethey were characterized inthe |OM report; however, they have cometo mean the genera processes
by which public health problems areidentified and addressed through organized collectiveefforts. The
assessment function determineswhat should be done. Policy devel opment determineswhat will be done.
And assurance determines how best to accomplish these ends. Whilethere hasbeen little challengeto either
theappropriatenessor thevalidity of these broad functions, thereislittle consensusasto what constitutes

effective performance of these corefunctionsor the e ements necessary to perform them effectively.

Two frameworks have been or will soon be used to formally assess core function-related public
health performance. The Centers for Disease Control and Prevention (CDC) isfield-testing a
comprehensive panel of performance measures linked with the essential public health services
framework developed by the Public Health Servicein 1994. (Baker et a, 1994; Harrell and Baker,
1997) These performance measureswill be used for community capacity building as part of the substantial
revisonsplanned for A Protocol for Excellencein Public Health (APEX-PH) (National Association of
County Hedlth Officials, 1991), aswell asinanew National Public Health Performance Standards
Surveillance Program. CDC a so believesthat these performance measuresmay be useful inavoluntary
national accreditation program for state and local pubic health organizations. Asof September 1999,

however, there have not been any
published reportson national or state
public health performancethat have been
based onthe essentia public hedth
sarvicesframework.

Many of the assessmentsof public health
performance completed during the 1990s
used practice performance measures
related to aframework of ten public health
practicesidentified by an expert panel
convened by CDC'sPublic Health
Practice Program Office (PHPPO) in
1990. These practicesand related
performance measureswereoriginaly
devised totrack progresstoward Healthy
People 2000 Objective8.14, which calls
for 90 percent of the U.S. populationto be
served by alocal health department that is
effectively carrying out public hedth'score
functions. In collaborationwith CDC-
PHPPO staff, researchers based at the
University of Illinoisat Chicago (UIC) and
at theUniversity of North Carolina(UNC)
developed and tested avariety of
measuresof corefunction performance.

10.

Since these concepts are key to this
performance and capacity assessment, the
EPHS are identified below:

Monitor health status to identify community
health problems

Diagnose and investigate health problems
and health hazards in the community
Inform, educate, and empower people about
health issues

Mobilize community partnerships to identify
and solve health problems

Develop policies and plans that support
individual and community health efforts
Enforce laws and regulations that protect
health and ensure safety

Link people to needed personal health
services and assure the provision of health
care when otherwise unavailable

Assure a competent public health and
personal health care workforce

Evaluate effectiveness, accessibility, and
quality of personal and population-based
health services

Research for new insights and innovative
solutions to health problems.
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Other researchers have a so used these performance measuresin published reports, and morethan adozen
stateshave examined public health performance within their state-local public hedlth system using these
mesasures. University of I1linois-Chicago (UIC) and University of North Carolina-Chapel Hill (UNC)
researcherscollaborated in developing apand of 20 measuresof corefunction-related loca public hedth
performance based on avariety of field tests conducted between 1991 and 1995. Thispanel of 20 core
function-rel ated performance measuresrepresentsthe most widely used tool for assessing corefunction
performance. These 20 measureshave also been incorporated into the National Public Health Public Hedlth
Performance Standards Program being devel oped by CDC.

Published reports of assessments based on these and related measures have generally relied on
mailed or telephone questionnaires completed by local health department directors, who self-report
performance of these measures in the jurisdictions served by their agencies. At times, performance
has a so been determined by examination of evidence at on-site assessments rather than by self-

reporting.

Much of what isknown about corefunction-related performancein the U.S. hasbeen developed within
specific state capacity building initiatives (e.g., Washington State, 1996; I1linois, 1990 and 1994; Missouri,
1997; Michigan, 1997; Ohio, 1996; New York, 1995), and isneither readily available nor generaizableto
other statesor the nation asawhole. There have been only two national studiesinvolving stratified samples
of jurisdictionsserviced by local health departments completed in the 1990s. These used somewhat different
panel sof performance measures, but found similar patternsof corefunction-related performance.

The most recent study (1998) examined the extent to which the U.S. population in 1995 was being
effectively served by public health's three core functions (assessment, policy development, and
assurance). The study asked arandom sample of 298 local health departments (LHDs), stratified by
population size and type of jurisdiction, to indicate performance on 20 core function-related
measures of local public health practice. The overall weighted mean performance score for al 20
measures was 56 percent. Using a definition of effectiveness that requires performance of 4 or more
of the 6 assessment measures, 4 or more of 6 policy development measures, and 6 or more of 8 assurance
mesasures, only 22 percent of the LHD jurisdictionsin theweighted samplewererated aseffectively carrying
out public health'scorefunctions. Based on the proportion of the population served by LHDsinthese
Strata, it was estimated that only 29 percent of the U.S. popul ation were effectively servedin 1995 using this
definition of corefunction-rel ated effectiveness. Jurisdictionswith city and/or county health departments
serving populationsover 50,000 personswere morelikely to be effectively served than weresmaller
jurisdictions.

The assessmentsto date of corefunction performance paint apicture of sub-optimal functioning of the
public health system nationally and in most states. Whilethe precise statusisdifficult to discern, itisclear
that the U.S. and most stateswill fall short of the Year 2000 target of having 90 percent of the population
resding injurisdictionsinwhich public health'scorefunctionsare being effectively addressed. These
assessments have, however, served to increase awareness of sub-optimal performance and have prompted
anumber of state-local public health systemsto plan and implement capacity building strategiesand
initigives

CAPACITY ASSESSMENT
Thestatus of effortsto assess public health capacity (defined here asthe capacity to carry out public health's
corefunctions) iseven more problematic. Key structura e ementsof the public health infrastructureinclude
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avariety of resources. human, information, organizationa, financial, and physical. Whilesomeof these
resourcesarereadily identifiableand measurable, such asthe size, composition, and distribution of the
public health workforce, othersarenot.

Theperiodic profilesof local heal th agencies conducted by the National Association of County and City
Hedlth Officialsare the best known and most frequently cited source of information on these aspectsof local
public health practice. But eventhisinformationisdifficult tointerpret without knowledge of how these
capacity e ementswere blended to accomplishimportant public health functions. Severa state public health
improvement plans, most notably that of Washington State, have devel oped very detailed and explicit
capacity standardsfor their stateand local public health agencies. Thereisanincreasing redlization that
these building blocksarecritical e ementsof the public health system and that their quantity and quality
influencethe effectiveness of corefunction-rel ated performance. The Public Health Service (PHS)
commissioned an extensive examination of infrastructuredataneedsin 1995 by Lewin Associates. Lewin's
conclusion wasthat thesedataexist but in many different placesfor many different purposes. Whiledataon
infrastructure resources could be brought together for the purposes of state based capacity building plans,
the Lewin study concluded that it would be very difficult to bring themtogether at thenational level.

Nonetheless, with interest and |eadership coming from CDC, the Health Resources and Services
Administration, the American Public Health Association, private foundations, the IOM, and a
handful of states, thereis an increasing arsenal of weapons to deploy in order to improve public
health practice and state-local public health systems. Still, for there to be change in the quantity or
guality of the core function-related processes that constitute public health practice, there must be
targeted improvements made at the base level of the public health system affecting the workforce,
information systems, participating interests and their relationships to each other, and the financial
resourcesthat support these building blocks. Importantly, 18 objectiveshave been proposed for inclusionin
Healthy People 2010 that relate directly to the public healthinfrastructurein the areas of askilled work
force, integrated e ectronicinformation systems, effective public health organizations, resourcesand
prevention research.

Whiletheexperiences of other statesmay beinstructive, few of thelessonsare clear and nonearereadily
trangportable. One essential ingredient, however, isclear. There must be consensusand considerable
interest inimproving public health practice through asystemati c approach to devel oping and supporting
community healthimprovement processes. Wherethisexists, areasonablefirst stepisto benchmark the
current level of corefunction performanceand capacity by fielding surveyssimilar to those described
previoudy. Thesebenchmarksfacilitate tracking progressover time and provideinformation that can be
compared with other parts of the country. Theseare preliminary but important stepsthat can betaken even
asstate-local systemslearn from the each other's experience and await the enhanced tool sfor community
capacity assessment that will be available through therevisionsto APEX-PH and new standardsfor state
andlocal public hedlth performance.

PREvVIOUS PuBLIC HEALTH STUDIES IN VIRGINIA
Inthe past, the VirginiaDepartment of Health (V DH) and | egidative oversight bodies have undertaken
severd studiesof the performance and capacity of the state health department and itslocal health digtricts.

In 1985 the State of Virginiacompleted areview of VDH’scommunity health services. These services
included thelocal hedlth districtsand theregiona and central office staff that supported thosedistricts. In
genera, thisstudy examined the organizationa structureand management practicesof thethree VDH levels
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concerned with district operations. Comparisonsof funding/popul ation were presented for thefive VDH

regionsbut not for individual districts. The study'sfocuswas on processes, not on outcomes. Among the
recommendationswerethat smaller health districts should be merged and afuture study of the budgeting

process should be undertaken.

The 1985 study recognized that the " cooperative state/local budget” processdid not direct fundstothe
areasof greatest need. Thisproblem had been recognized asearly as 1974 and severa subsequent studies
had dl been critical of the budget process. The Department of Information Technol ogy indicated it would
plan specific stepsto implement aprocessfor more equitablefunding. However, the DIT a so noted the
paucity of dataon "needsassessment” and " program outcomes' and recommended more attention to these
processeswithin VDH.

The" cooperative state/l ocal budget” concept was created in 1954 with aformulathat determined the
percentage share of the budget that each locality would pay for public health services. The percentagewas
based on the estimated true value of locally taxablered property. Thelocal contribution varied from 20-45
percent of thefundsallocated to that |ocality's health department. Theformulawasrefinedin 1964. Because
local redl estate values continued to increase, the percentagesfor local contributionsrose steadily and then
werefrozenin 1979. A 1988 study recommended changing theformulato use revenue capacity, rather than
taxable property, to calculatethelocal match for the cooperative budget, with the maximum remaining at 45
percent. The new formulareduced the match for about 2/3 of thelocalities. In 1989 the General Assembly
appropriated one-third of the funds needed to offset thisreduction. Theremaining needed fundswere never
appropriated. At thesametimeVDH "held harmless' thoselocalitieswhose match rateswould have
increased asaresult of theformulachange.

Thehistoricinequitiesin funding arose because juri sdi ctions entered the state heal th department system at
different timeswith different base budgets. Most rural and suburban areaswere always components of the
state system. Larger citiesand counties, however, operated their own health departments. When thesewere
brought into the state system in the 1960s and 1970s, they brought with them much larger budgets, often
tied to programsnot availablein other districts. Also, those districtsthat were successful in obtaining federa
fundsfor specific categorical programsoften lobbied for, and received, state fundsto continuethe
programs.

In 1990 the VirginiaGeneral Assembly passed ajoint resol ution requesting astudy of the state/local
cooperative budget formula. In preparation for the study, VDH created aBudget Allocation Task Forceto
analyzevarious methodol ogiesfor alocating state fundsto thelocal hedlth districts. Thetask forcereported
that per capitafunding ranged from $57 in Northampton County (alow income areaon the Eastern Shore)
to $8 in Poquoson (ahigh income retirement community). Thetask force recommended aneeds-based
formulafor the 10 program areas presented in the Six Year Plan, such asmaternal and child health, oral
health, infectious disease, and management support. The" need" would be based on aweighted combination
of genera population, targeted populations, health statusindicators, and workload indicators. Theformula
would apply to new fundsonly. No district's budget wasto be reduced in order to increasethe alocation to
adistrict that wasfound to be below "equity." Thetask forcea so recommended consolidation of all sources
of fundingandincreased didtrict flexibility inusing funds.

Intheearly 1990sV DH initiated the Program for Excellence (PFE), an effort to measure health districts

progresstoward meeting sel ected national and state health obj ectives. The objectiveswereset forthinthe
Department'sSix Year Plan, which beganin 1986. Health districtswere provided with aprogram-oriented
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sdlf-evauation insrument to useinidentifying current performance and future needs. Theevauation
instrument focused on specific categorica programs, such aschild health services, immunization, food
service protection, and rabies control, and management practices, such asfiscal control, human resources,
and public relations. The PFE had acomponent called " core services' but these were specific programs
required by each district'sagreement with itslocal government(s), not the corefunctionsasdefined by the
I nstitute of Medicinereport.

A peer review component was an important aspect of eval uations conducted under the Program for
Excellence. The PFE evaluation system did not result in ascore or apass/fail judgment. Instead, areport,
prepared by the peer reviewer, listed adistrict's strengths and weaknesses, with recommendationsfor
improvement. Thedistrict wasal so ableto comment on the support it received from the state health
department'scentral offices.

TheProgram for Excellencewas applied in many but not all of thelocal health districtsbefore the process
wasabandoned in 1995. The PFE focused on assisting each local health district to do aself-evaluation,
therewas never any attempt to combine data across districtsto obtain astatewide picture of district
performance.

During thissametime period V DH conducted astudy of the capacity of local hedth district clinics. Each
district identified which clinical serviceswere provided, an estimate of client capacity, which serviceswere
requested by the community but not provided, and what factorswere contributing to anincreasing or
decreasing demand for services. A brief report summarized the situation for the entire state, with genera
commentsonfacilitiesand resources. Theinitial study led to aproposa for devel oping astandard or model
packagefor each clinical service. Thisproposal wasnever implemented.

The 1996 General Assembly required VVDH to devel op aneeds-based method for allocating the
cooperative budget. A VDH task force recommended aformulathat would consider for each district the
following factors: total population, population bel ow the poverty level, distribution of childrenand non-
English speaking residents, environmenta health workload, and communi cable disease morbidity.
Implementation of theformulawithout additiona fundswould haverequired 15 local health districtstogive
up fundsto bereall ocated to 20 under-funded districts. However, the task forcerecommended a“noloss'
provision sothat no district would haveitsexisting level of fundsreduced. Additionaly, thistask force
recommended that the stateincreaseits percentage of public health costsin 85 localitieswherethe statewas
paying alower percentage of the cost-sharing plan with local governmentsthan wasrecommendedin 1988
by the Joint L egidative Audit and Review Commission. Together thesetask force recommendationswould
haverequired $6.7 millionin new state fundsfor public health. The 1996 task force report wasnever
implemented.

Following the pattern used in many states, theVirginia
Department of Healthissued areport describing how
Virginiafared with respect to the nationa health objectives

For public health objectives
ranging from teen pregnancies to
tobacco use to unintentional

from Healthy People 2000. In Hedlthy VirginiaCommunities injuries, each local health district
(1997) datafor theentire stateand for local health districts could see how its performance
were compared with 30 national objectives considered most compared with other districts,
important for Virginia. For each objective measure, the national and state averages, and
valuesfor thelocal health districtswereranked and divided desired levels.

into quartiles. Current measuresfor the nation and for
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Virginiawere presented, a ong with the Virginia2000 objective. Ingeneral, therewasawiderangeinthe
vauesfromthevarioushealth districts. Depending on the objective being measured, low performing districts
might berural or urban.

METHODS

Thegenera approach for thisassessment of performance and capacity isdriven by theexperiencescitedin
theintroductory sections. Public health performanceisexamined using performance measuresthat focuson
corepublic heath functionsand essentiad public hedth services. Performanceisviewed from different
perspectives (stateand local) and using different types of questions (yes/no, scaled responses, specific
qualities). Capacity isassessed based on what state and local public health officia s percelve asthe elements
most important for current levelsof performance of theten essentia public health servicesand those most
important for achieving an optimal level of performancefor each essentia public health service.

The assessment of public health performance and capacity in Virginia consists of two separate, but
related, surveys of VDH district and central office professionals. The first survey focuses on
performance of public health core functions and essential public health services and involves district
medical directors and central office executives and directors as respondents. The second survey
examines public health capacity related to current and optimal performance levels. This survey also
involves district medical directors and central office executives and directors, but extends the data
gathering to include key district staff (nurse managers, environmental managers, business managers)
and additional central office staff. Both surveys were undertaken during April, May, and June 1999
with data collection continuing into July.

PERFORMANCE STUDY

For the performance study, survey instruments were mailed to the directors of each of the 34 health
districtsand to 14 VDH central office executives and directors. If responses were not received within
30 days, non-responders were contacted by phone, e-mail and regular mail to encourage
participation. During themonthsin which thissurvey activity took place, severa acting directorswerein
placein health districts. In each instance, adecision was made asto whether to survey aformer director
(especialy when onehad only recently |eft the position) or the acting director.

The performance survey included:

[ | 22 Yes/No questionsrelated to the performance of public health corefunctionsand
essentia public hedth services (EPHS)

| 10 questionsrel ated to the extent to which current needs associated with each
essential public health servicewere being met (few/no needs met, some needs met,
half needs met, most needs met, al needs met)

[ | 77 questionsasking whether specific qualitiesof each essential public health service
were present (4-18 quaitiesper EPHYS)

| A seriesof questions on respondent characteristics (age, gender, training, graduate
degree, public health experience, VDH experience).
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District directorswere asked to respond on performance of these measureswithin their health districts.
Central office executivesand directorswere asked to respond on performance of these measures statewide.
Appendix A providesacopy of the surveysused, aswell asaggregate responsesfor each question.
Responsesweretallied using the database capabilities of Microsoft Accessand anayzed using Microsoft
Excel and Access.

Themain measures of public health performanceincluded scoreson apanel of 20 corefunction-related
measuresthat had been used in several recent national and state studiesand an expanded panel of 22
measures (whichincluded two additional measuresin order to addressall ten essential public hedth
services). Performance scores on these two panelsare reported both as crude scores (the number of
measures performed with amaximum score of 20 on the 20-measure panel and 22 on the 22-measure
pand if all measureswere performed) and asa percentage of the maximum possible score meeting the
standard (maximum scoreis 100%).

A third overall measure of performance was generated by assigning values to responses on "extent of
needs met" questions for each of the ten essential public health services. These were scored from 0 to
4 points as follows:

0 points for "few/no needs met

1 point for "some needs met

2 points for "half needs met

3 points for "most needs met, and

4 points for "all needs met.
The maximum score for this "EPHS Needs Met" measure across all ten essential public health
services was 40 points; scores were also reported as a percent of that maximum.

Comparisons were made between district and central office responses, and by size of population
served by the various districts. Response patterns from Virginia health districts were compared with
data from recent national and statewide assessments using similar performance measures.
Performance scores were also analyzed by characteristics of the district respondents (age, gender,
graduate training, experience). Response patterns for each of the 77 qualities were examined in
order to determinewhich qualitieswererel ated to performance of the 22 performance measuresand 10
EPHS"needsmet" measures.

CAPACITY STUDY

For the capacity study, asecond survey instrument wasdesigned. It consisted of alist of 20 capacity factors
that could contributeto performance of the essential public health services. For each of the 10 EPHS, the
respondent was asked to rank the 5 most important factorsin attaining the current level of performanceand
the 5factorsthat needed to beimproved to achievean optimal level of performance. Thesurvey also
requested apiece of information present on thefirst survey: an estimate of how well performance oneach
EPHSwas meeting the need. These questions provided acontext for respondentsto identify enabling
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factorsaswell asabasisfor testing reliability sincethe samerespondents (district directorsand central
office executives/directors) answered the same questions at two different pointsintime.

Thissurvey instrument wasmailed to four groupswithinthe VirginiaDepartment of Hedl th:

GroupA 111 managers(nursing, environmental health, and business) inthe 34 local hedlth
digtricts(severd districtshad 2 persons serving inamanager role)

Group B 34 directorsor former directorsof each of thelocal health districts

GroupC 14 central officeexecutivesand directors

GroupD 25 divison directorsinthecentral office

Persons working in the local health districts were asked to respond on performance and related
factorsintheir district. Personsin the central office were asked to eval uate statewide performance
and related factors.

Individuals in groups B and C were the same persons who had received the first survey on
performance. They were asked to complete this second survey instrument and retain it for an
interview. Interviews were held in person or by telephone and were conducted by one of three
persons (the project co-investigator or two graduate research assistants). During the interviews each
respondent was asked to report the rankings he/she had selected for each EPHS and then provide any
comments or explanation for the choices. The interviewer recorded comments. Each interview lasted
15-30 minutes.

Individualsin groups A and D were asked to complete the survey and return it by mail. They had not
received thisfirst survey; the capacity survey was their only involvement with the study. Personsin
these two groups worked under the persons in groups B and C, respectively. Repeated telephone
calls and e-mail messages encouraged personsin groups B, C, and D to complete the survey (and
participate in the interviews, where appropriate). The group A managers received no follow up
efforts to encourage participation.

Responses were analyzed using Microsoft Access and Microsoft Excel database capabilities. The
factor ranked most important was given a score of 5, the next most important a score of 4, and so
forth, with a score of O given to any factor not ranked among the top 5. Two respondents checked
five factors but did not rank them; their answers were al given a score of 3. The mean score was
calculated for each factor on each EPHS, both for current performance and for optimal performance.

For determining the extent of current performance, i.e. thelevel of needs met, for each EPHS, the
percentage of responses for each of the possibilities (meet all needs, meet most needs, meet half
needs, meet some needs, and meet few/no needs) was cal cul ated.

FINDINGS FROM RESPONDENTS

For the performance study, therewere 35 responsesreceived from current (including acting) or former
district directors; theseincluded 31 current and 4 former district directors. For one health district both the
former and current acting director responded. It was decided to use theformer director'sresponse after
reviewing both submissions. Two health districtsthat function asone (acounty and itsurban center)
reported asasingledistrict. Theoveral responseratewas 100% with al 34 Virginiahealth districts
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participating in this part of the study. Responseswerereceived fromall 14 of theVDH central office
executivesand directorsfor aresponserate of 100%.

For the capacity study, responseswerereceived from thetargeted groupsasfollows:

Group A
Group B

Group C
Group D

55 of 111 managers (25 nurse managers, 19 environmental health managers, and 11

business managers)

32 of 34 directors (27), acting directors (2), or former directors (3) of local health

districts

13 of 14 central office executives and directors
19 of 25 directors of divisionsin the central office, plus 1 group response from 3

division directors

PERFORMANCE SCORES
Crude and percent scores for the three overall performance measures were examined for all

respondents and for district and central office respondents separately. A summary of these resultsis
provided in Tables 1 and 2.

The different response patterns between the district and central office respondents are not surprising
since the district directors were reporting on performance in their health districts and the central
office executives and directors were reporting on performance statewide. A substantial number of
"Don't Know" responses were provided by the central office respondents for questions based on
performance of the 22 measures.
For the 20-measure pand, district directorsreported amean of 11.76 measures performed in their districts
(or 58.8% of the maximum score). Centra office respondentsreported amean of 6.93 measures
performed statewide (34.6% of the maximum score).

A similar pattern appeared for the 22-measure panel. Didtrict directorsreported amean of 13.38 of the
measures performed within their districts (60.8%) whilecentral office respondentsreported amean of 8.21
measures performed statewide (37.7%).

Table 1

Number and Percent of Measures Performed
At the District Level and Statewide
As Reported by District and Central Office Respondents
Virginia Public Health Performance Study, 1999

Mean Number of
Measures Performed
in Health Districts as
Reported by District

Directors (n=34)

Mean Percent of
Maximum Possible
Performance in
Health Districts as
Reported by District

Mean Number of
Measures Performed
Statewide as
Reported by VDH
Central Office

Mean Percent of
Maximum Possible
Performance
Statewide as
Reported by VDH

Directors Respondents (n=14) Central Office

Respondents
20 Measures 11.76 58.8% 6.93 34.6%
22 Measures 13.38 60.8% 8.21 37.3%
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For the EPHS "needsmet" score, therewaslessvariance between district and central officerespondents.
(Table2) Mean EPHS "needs met" scores asreported by the district respondentswas 20.79 of apossible
scoreof 40.0 (52.0%), whilethe mean reported by central office respondentswas 17.0 out of apossible
score of 40.0 (42.5%).

Therangein scoresfor the district responseswas substantia for each of thethree main measures. For the
20-measure panel, the range was 4-20 measures performed (20.0% - 100.0%). For the 22-measure
panel, therangewas4-22 measures performed (18.2% - 100.0%). For the EPHS needs met measure, the

range of scoreswas 5-35 (30.0% - 57.5%). Figure2illustratesthe distribution of scoresfor the 22-
measure panel for district director responses.

Table 2

Needs Met Scores and Percent of Maximum Scores for Essential Public Health Services
Performed at the District and Statewide Levels

As Reported by District and Central Office Respondents
Virginia Public Health Performance Study, 1999

Mean EPHS Needs
Met Score for Health
Districts as Reported
by District Directors

Mean Percent of
Maximum Possible
EPHS Needs Met

Score for Health

Mean EPHS Needs
Met Score as
Reported by VDH
Central Office

Mean Percent of
Maximum Possible
EPHS Needs Met
Score Statewide as

(n=34) Districts as Reported | Respondents (n=14) Reported by VDH
by District Directors Central Office
Respondents
EPHS Needs Met 20.79 52.0% 17.00 42.5%

Asexpected, the correl ation between scoresfor the 20- and 22-measure panel swas nearly perfect
(correlation coefficient was 0.994 for al respondentsand 0.993 for district responses). Thecorrelation
between the EPHS "needs met" scoresand scoresfor the 22-measure panel wasdightly higher than with
the 20-measure panel (0.640 and 0.619, respectively).
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Figure 2

Frequency Distribution of Scores on
22 Public Health Performance Measures
Virginia Public Health Performance Study, 1999 (n=34)
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These contributed to the greater difference between thetwo groupsin their responsesto the 20 and 22
measuresthan their responsesto the EPHS"needsmet" questions.

Table 3 provides datacomparing responsesfrom district and central office respondentsasto the
performance of each of the 22 performance measures. Thedistrict directorsreported on performancewithin
their districtsand thetable showsthe percent of health districts performing each measure. The centrd office
executives and directorsreported on performance statewide and the tableindicates the percent of central
officerespondentsreporting that each measure was performed statewide. Whilenot directly comparable
information, Table 3 suggeststhere are differencesin the perspectives of thetwo respondent groups. For

Table 3
District and Central Office Responses for
22 Performance Measures
Virginia Public Health Performance Study, 1999

Percent of Health Percent of VDH
Districts Performing Central Office
EPHS Addressed Performance Measure Specific Measures Respondents‘ )
(Question #) as Reported by Reporting Specific
District Directors Measures Performed
(n=34) (n=14)
EPHS 1 (Q1) Community health profile 50.0 21.4
EPHS 1 (Q2) Analysis of determinants and contributing factors 47.1 35.7
EPHS 1 (Q3) Analysis of preventive service use 26.5 21.4
EPHS 2 (Q7) Timely epidemiological investigations 100.0 85.7
EPHS 2 (Q8) Behavioral risk factor survey 44.1 57.1
EPHS 2 (Q9) Necessary laboratory services available 97.1 64.3
EPHS 3 (Q12) Public informed on health issues 76.5 571
EPHS 3 (Q13) Regular reports to the media 67.6 50.0
EPHS 4 (Q16) Network of support and communication 79.4 429
EPHS 4 (Q17) Informing local elected officials 85.3 50.0
EPHS 5 (Q20) Community health action plan 324 14.3
EPHS 5 (Q21) Prioritization of community health needs 50.0 21.4
EPHS 5 (Q22) Community health initiatives based on priorities 64.7 429
EPHS 5 (Q23) Resources allocated based on community plan 41.2 14.3
EPHS 5 (Q24) Resources deployed based on priorities 35.3 0.0
EPHS 5 (Q25) Organizational self-assessment for health agency 41.2 14.3
EPHS 6 (Q28) Mandated programs & services implemented 85.3 42.9
EPHS 7 (Q31) Needs addressed through provision or linkage 67.6 42.9
EPHS 8 (Q34) Public health workforce adequately trained 82.4 71.4
EPHS 9 (Q37) Effects of public health services evaluated 50.0 71
EPHS 9 (Q38) Programs adequately monitored and evaluated 353 71
EPHS 10 (Q41) Research and innovation enabled 79.4 57.1
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example, despitethe presence of astatewidebehavioral risk factor survey effort, almost half the central
officerespondentsreported thiswas not done and morethan half of the district directorsreported that the
population of their district had not been surveyed for behavioral risk factorsinthe past 3 years. Also, al of
thedistrict respondentsreported the performance of timely investigationsinther districts. However, severa
centra officerespondentsdid not confirm that performance statewide. Thesedifferencesnotwithstanding,
thereativeranking of the 22 measureswassimilar for both respondent groups(i.e., measuresrated higher
by thedistrict directorswere also rated higher by the centra office respondents and measuresrated low by
thedistrict directorswerealso rated low by the central office respondents).

A comparison of the response patterns for district and central office respondents for the EPHS
"needs met" scores shows a similar pattern. (Table 4) The district response means exceeded the
central office response means for all ten essential public health services. However, there wasllittle
difference in the relative rankings, i.e. items that scored higher in the district responses also scored
higher in the central office rankings and vice versa. Of the seven measures reported as most
frequently performed within health districts, four were rated among the seven most frequently performed
measures statewide. Six of the measures|east frequently performed within districtswereamong the eight
least frequently performed measures statewide, asreported by the central office executivesand directors.

The different response patterns between district and central office respondents rai se serious questions
asto the validity and reliability of any results derived from combining all responses. For that reason

Table 4
District and Central Office Ratings for
Essential Public Health Services Needs Met Measures
Virginia Public Health Performance Study, 1999

Mean Rating for . e
Specific EPHS Needs MeaEnPEasltllr:lge;%rSS,\ﬁg?ﬂc
EPHS Addressed Met in Health Districts .
(Question #) as Reported by District Statewide as Reported
) by Central Office
Directors Respondents (n=14)
(n=34) P
EPHS 1: Monitor health status (Q6) 1.76 1.33
EPHS 2: Diagnose & investigate health problems (Q11) 2.65 254
EPHS 3: Inform, educate and empower public (Q15) 2.06 1.67
EPHS 4: Mobiize community partnerships (Q19) 2.09 1.62
EPHS 5: Develop policies & plans to support community efforts (Q27) 1.29 1.09
EPHS 6: Enforce laws & regulations that protect health (Q30) 3.12 3.00
EPHS 7: Link to needed services, provide when not available (Q33) 1.85 1.73
EPHS 8: Assure a competent workforce (Q36) 2.29 1.86
EPHS 9: Evaluate effectiveness of services (Q40) 1.82 0.93
EPHS 10: Research for new insights and innovative solutions (Q43) 1.85 1.38

Note: rating is on a 0-4 scale (4 = maximum score)
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the primary emphasiswill beon district-level responses, although central office-level responseswill be
consdered intheexamination of severa study questions.

HIGH AND Low PERFORMANCE

Several measuresrelated to the essentia public health serviceswereidentified asperformed at
comparatively high or low levelsin this study (Tables 3 and 4). District responses indicated high
performance(i.e., over 75%) for thefollowing measures:

Timely epidemiological investigations(Q7)
Public hedlth laboratory serviceavailability (Q9)
Carrying out mandated programs (Q28)
Workforce devel opment (Q34)

Informing local elected officias(Q17)

Network of support and communication (Q16)
Research andinnovation activities (Q41)
Publicinformation and education (Q12)

Low performance (i.e., lessthan 46%) level swerereported for thefollowing measures:

Anaysisof preventive service use (Q3)

Community health action plans(QZ20)

Deploying resourcesfor prevention (Q24)

Evaluation of programsusing appropriate standards (Q38)

Resource deployment cons stent with community health plans ((Q23)
Organizationa self-assessments((Q25)

Local behavioral risk factor surveys(Q8)

Responsesasto EPHS effectiveness (percent of needsmet for each EPHS) aso indicated varying levelsof
performance among thevariousEPHS. Performancewashighest for #6 - Enforcing lawsand regulations,
#2 - Diagnosing and investigating health problemsand #8 - A ssure acompetent workforce. Performance
wasl|owest for #5 - Comprehensive policiesand plans, #1 - Monitor health statusand #9 - Evaluating the
effectivenessof services.

As noted previously, central office respondents concurred with the relative rankings as regards
performance of these measures.

IMPLICATIONS

The public hedlth systemin Virginiaaddresses performance of public health'scorefunctionsand essential
public health services. Health digtrictsin Virginiacarry out these public health rolesto varying degrees
acrossall three corefunctionsand ten essentia public health servicesin nearly al health digtricts. The
Virginiapublic hedth systemisclearly inthe" corefunctionsbusiness," dthough thereareindicationsthat
these conceptsare not equally embraced and executed in all partsof the system.

PERFORMANCE OF CORE FUNCTIONS AND ESSENTIAL HEALTH SERVICES
Several important performanceimplicationsemergefrom thisstudy. Overall performancelevelswere
comparabletofindingsfrom several recent state and national studiesusing similar measures. Based on
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responsesfrom the health digtricts, 1999 core function-rel ated performance scoresin Virginiawerevery
smilar to scoresfrom asampleof U.S. loca hedthjurisdictionsin 1995. Performancelevels, while higher
than scoresfrom astatewide assessment in Kansasin 1998, werelower than scoresfroma 1999 l1linois
study. When Virginiahedth districtsare compared with hedl th juri sdictions of smilar sized populationsinthe
national and Illinoisstudies, the Virginiadistricts scored somewhat |ower onthese measures.

Performancewasgenerdly viewed similarly by VDH centra officeand district respondentsin termsof
relative scoresfor the various measures athough VVDH centra office respondentsreported somewhat lower
scoresthanther district counterparts. Thisispartly explained by the higher frequency of "Don't know"
responsesby VDH centra office respondents. Central office respondentsreported somewhat lower scores
for the EPHS percent needs met questions, aswell. Therewasgreater variability in responsesfromdistrict
and central office staff asto both performance and factorsimportant for performance.

No observed differencesin performance by size of jurisdiction or characteristics of district directors
were identified in this study. Study participants suggested additional analysis that would consider the
effectsof regiond differenceswithinthe Commonwedl th, popul ation density, and funding levels(tota and by
source). Ananalysisof health district per capitaexpendituresin relation to performancewas performed
using expenditure datafrom 1998. Per capitaexpendituresvaried inversely by size of population served, but
therewasno cons stent rel ationship with core function-related performance.

CONTRIBUTORS TO IMPROVED PERFORMANCE

Several factors appear to be associated with higher levels of performance and, therefore, represent
possible approaches for improving performance in health districtsin which they are currently
lacking. These generaly relate to implementation of coordinated community health improvement
planning processes that include profiles of community needs and resources, prioritization of
identified needs, and implementation of community initiatives consistent with priorities.

Current performance in districts was related to local leadership activities, an adequate number of
trained staff, and the specialized skills of staff. Statewide current performance was a function of
adequate numbers of staff with specialized skills, adequate funding, and leadership at the state level.
District directors and central office directors perceived improved performance to be related to greater
state-level leadership and increased financia resources. District managers felt that local |eadership
was important in improving performance.

For each of the Essential Public Health Services, respondentsfrom all groupsidentified specificwaysin
which performance could beimproved, beyond just increasing funding. Following isasummary of key
responsesfor each EPHS:

#1 - Monitor health status to identify community health problems
The quality and the integration of information systems were mentioned as crucial to this service
aswell asfor #9. Respondents stated that many reports are made avail able but they are not
integrated or linked. Districts want to obtain an overall picture of the health of their
communities. "It isdifficult to interest local officials or agenciesin aproblem if the data are not
county specific." Districts adjacent to other states need the ability to capture data on residents
that seek servicesin the nearby state. Annual vital statistics reports need to appear sooner.
I ntegration across various public datasources, particul arly accessto Medicaid data, would be helpful.
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#2 - Diagnose and investigate health problems and health hazards in the community
All groupsthought it was crucia to have additional personnel assigned to thistask, but they also
emphasized theneed for training of the staff (see#8 below). Many district staff, particularly nurses, are
trainedin direct care of patientsbut not in epidemiology, whichisneeded for thisEPHS.

#3 - Inform, educate, and empower people about health issues
Health department staff do not have the health education skills needed for this EPHS so need
training (see #3 below). Additionally, respondents felt that community partnerships (see #4)
with the private and voluntary sectors could help improve performance.

#4 - Mobilize community partnerships to identify and solve health problems
To enhance the development of partnerships, training, information systems, and leadership were
emphasized. "Our staff need training in how to develop partnerships.” "We need good datain
order to interest local people in working with us on problems.” "Developing partnershipsis very
time consuming and, therefore, difficult to carry out when resources are limited.” "In rural or
low income areas, there is alimited number of community people willing to work on
committees or coalitions and few resources to bring to the table. We need to be selectivein
where we develop local partnerships and not expect the same people to work on everything."
"The state must be willing to bring something to the table and not just ask the partners for
something." "Coalitions must be built with other state agencies, not just with the private sector.”

#5 - Develop policies and plans that support individual and community health efforts
All groups agreed that performance on this EPHS could be improved only with leadership at the
state level, followed by local leadership. Respondents wanted a vision, mission and strategic
plan for the health department, with consistent leadership. " The Commissioner hasto be able to
set avision." "Thereis no consistent program without leadership at the state level." They noted
that each state health commissioner (4 in the past 5 years) has changed priorities for the
department. "We need health issues to be atop priority asthey arein some other states." "There
IS no state advocacy for public health in Virginia."

The need for state leadership was paramount for other EPHS as well: #7, #8, #9 and #10. "The
state health department needs to define the mission for the department.”

#6 - Enforce laws and regulations that protect health and ensure safety
More personnel are needed to improve performancein thisareapersonnel not only to enforcethelaws
and regulationsbut also to revise, streamline and update them.

#7 - Link people to needed personal health services and secure the provision of health care when
otherwise unavailable
Several respondents noted that this service required leadership at the national level but also that
the state needed a coordinated plan for a safety net of medical care. Additional funds plus
leadership at the state and local levels would be necessary to expand this service.
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#8 - Assure a competent public and personal health care workforce
L eadership and training areimportant for assuring acompetent public health workforce. Many persons
stated the state heal th department needsto reestablish thetraining office and staff that wereeliminated
severd yearsago. Training needsto becomeapriority. Current staff do not havethe skillsto undertake
many of the new essentia services. "Weare not taking advantage of our greatest health department
asset - our staff."

One district director pointed out that "staff are getting older and retiring; there are no young
people in the districts to mentor or train to take their place." Recommendations included
distance learning, computer-based training, and attendance at workshops outside the health
department. While not reflected in the overall scores, the need for training was mentioned more
often by more interviewees than any other need except for consistent state health department
leadership.

#9 - Evaluate effectiveness, accessibility, and quality of personal and population-based health
services
Upgrading the quality of information systemsis akey factor in being able to evaluate services.
One person said, "There is no accountability for community-based efforts. The only
accountability isfor activities that can be measured easily; these are not necessarily the right
activitiesto be undertaken.”

"State health leaders need to indicate that evaluation isimportant” and make training in
evaluation methods available to staff.

#10 - Research for new insights and innovative solutions to health problems
In general, survey respondents thought this function was more appropriate for institutions of
higher education, since health department staff had neither resources nor expertise for research.
District directors and central office directors said that arranging such research was the
responsibility of state health department leadership; district managers felt that district directors
should take alead role in obtaining such research.

All 10 Essential Public Health Services
While all respondents listed additional resources and leadership as the most important factors
for improving service, alarge number of the commentsin the interviews related to the need for
training. Perhaps the best summary comment was "We need different skill sets to have
optimum performancein these 10 essential services. We need to train existing staff with new skillsor
replacethem with personsthat havethese skills.”

DIFFERENT PERSPECTIVES FOR EXAMINING PERFORMANCE AND CAPACITY
Thisisthefirst study that compared responsesfrom local health respondentswith thosefrom respondentsin
state health agency positions. Asexpected, therewere many more" Don't know" responses provide by the
VDH central office respondents. However, the assessment by the central office respondents of the percent
needsmet for each of the essential public health serviceswas generally cons stent with responsesfromthe
district medical directors. Thereweresevera VVDH central office respondentswhose scoreson thevarious
performance panel swerevery closeto the aggregated responsesfrom the districts. These respondents,
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perhapsnot surprisingly, wereindividua sin positionsthat most regularly interacted with and directly
supervised district public hedth activities.

Thevalidity and usefulness of responsesin the performance component of this assessment wereenhanced
by theuse of severa different strategiesfor collecting data. Respondents provided information in terms of
Yes/No responses, identification of specific qualities present, and estimation of percent of needsmet for
each of theessential public health services. These various methods provided cons stent response patterns.
Themultiplemethodsusedin thisstudy allow for aricher understanding of what respondentsmeant in their
responses asto whether measureswere achieved and to what extent needs associated with the various
essential public health serviceswere addressed. For example, the 22 measureswere examined in termsof
whether a"Yes' response correlated with agreater likelihood of "al needsmet” or "most needs met”
responsefor itsassociated essential public health service. Of the 22 measures, 12 had alikelihood ratio of
2.00 or greater and 5 had alikelihood ratio of 1.50 or less. Thesefindingsindicate that most of the 22
measuresarewel | correl ated with respondent perceptionsasto the effectiveness of the essential public
hedlth servicesintheir districts. The separate perspectivesof district medical directorsand centra office
leadership a so served to provide different viewsand insghts on the performance of corefunctionsand
essentid public hedth servicesinthe Commonwedlth.

The capacity study also provided avariety of different perspectives from several key segments of the
VDH workforce. The ability to examine performance from a perspective of what it takes to perform
aswell aswhat is actually performed generates insights into concrete steps that can be taken to
improve performance. The various respondent groups in the capacity study also serve to bolster the
credibility and legitimacy for future public health improvement initiatives.

CONCLUSIONS

The most important conclusions and results of this assessment will be those of the public health
community in Virginia. They arein the best position to understand and appreciate the findings and
implications from the extensive data and information collected in this assessment and determine
which decisions and actions will be most useful to further improve public health practice within the
Commonwealth. However, several general conclusions and recommendations can be drawn from
this study.

Public health performance has evolved to a substantial degreein Virginia. The statewide system is
organized around public health's core functions and essential public health services and it performs
these functions at alevel consistent with national norms. However, the acceptance of core functions
and essentia public health services as the basis for organizing public health activitiesis uneven
acrossthe state with asubstantial emphasi sremaining on categorical program activitiesat both the statewide
anddigtrictlevels.

Performance of essentia public health servicesand key practices showsawidevariation; however, these
differencesare not associated with population sizeor district director characteristics. The stateand district
systemsleaders sharesimilar viewsof how well specific essentia public health servicesand practicesare
carried out in the Commonweal th and what capacities and processes are necessary to improve
performance.
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Key aspectsof community health improvement processes could be enhanced in many districts, however,
digtrict directorsbelievethat thiswill require greater state-level leadership and additional public resources.
Recommendationstoward thisend include:

B Shareanddiscussthefindingsof thisassessment with VDH central officeand district leadership.

B Maintain apublic health system database at an institution or organization outs de state government so
that additional data can be added to extend the analyses devel oped for thisreport, and so that longitu-
dina studiesof performanceand capacity can beundertakenin thefuture.

B Stimulate widespread implementation of community health improvement processesindl districtsand
develop astatewide planto promote, train, and support these efforts on an ongoing basis.

B Consder adopting Assessment and Planning Excellencethrough Community Partnersfor Hedlth
(APEX-CPH) for useby dl hedlth digtrictsastool for strategic planning, community-wide public health
system sdlf-assessment, and community healthimprovement.

B Review statelawsand regul ationsto determinewhether they adequately address corefunction and
EPHSrespongbilitiesat the statewideand district levels.
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PUBLIC HEALTH

The mission of public health isfulfilling society'sinterest in assuring the conditionsin which
people can be healthy.

Virginia contracted with the Georgetown/Johns Hopkins Program on Law & Public Health to
complete an assessment of public health lawsin Virginia. Virginiawas found to have a strong legal
and regulatory infrastructure to support public health practice. While some refinements may need to
be made to ensure privacy, Virginia appears to be ahead of the curve in terms of public health
statutes.

INTRODUCTION

Thepreservation of the public heathisamong the most important goalsof government. 1nits 1988 report,
TheFuture of Public Health, the Institute of Medicine strongly recommended that the United States
reformits public health infrastructure, training capacity, and body of enabling lawsand regulaions. More
recently, the United States Department of Health and Human Servicesrecommended public health law
reform as part of itsHealthy People 2010initiative. Inresponse, some states have updated and revised
their public health laws. Most ates, however, havenot. Thelaw in many statesremainsripefor reform.
Becauselaw enablesgovernment to exercise public health powers, outdated laws may thwart public health
gods.

Thisreport reviewsthe state congtitutional, statutory, and administrativelaws supporting the public health
systeminthe Commonwedth of Virginiaand identifies potential areasfor satutory reform. Virginiaspublic
hedlth systemisdeeply complex, withintricaterelationshipsamong thefedera government (including the
Centersfor Disease Control and Prevention, Environmenta Protection Agency, and Department of
Defense), stategovernment [primarily the VirginiaDepartment of Health (V DH), the Department of
Environmental Quality (DEQ), and the Department of Agricultureand Consumer Services(VDACS)], and
loca governments (including counties, cities, towns, and other municipalities).

Thereport is part of Virginias Turning Point Initiative, Collaborating For A New Century in Public
Health, supported by a grant from the Robert Wood Johnson Foundation. Thisinitiative provides
technical support for state and community public health partnerships. Particularly, the Project seeks
greater understanding of the current constitutional and legal structure of public health powersin
Virginia, with aview toward improving the legal infrastructure at the state and local levels of
government.

The Project was conducted in two stages. Stage | involved a summary analysis of state
constitutional, statutory, administrative, and case-based public health laws toward the preparation of
this report which thoroughly examines public health law in Virginia. This report provides both a
general and sometimes specific review and analysis of constitutional, statutory, administrative, and
case-based public health law. The substance of the report is not intended to be exhaustive, but rather
demonstrative of various facts of Virginia public health law.
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Thereport first reviewsthe concept and definition of public health law, including issuesof federalism, to
provide some context for adiscussion of Virginiapublic heath law. Second, it examinesthe current status
of Virginialaw, addressing in somedetail three principal issues: (1) public health authority and functionsat
thestateand local levels, (2) thelega relationship between state and local public health entities, and (3) the
gatusof lawsconcerning healthinformation privacy and confidentiality.

Stage Il involves expert consultation between a high-level panel of governmental officials, public
health experts in the public and private sectorsin Virginia, state legislators, academics, and members
of the Virginia Turning Point Committee.

VIRGINIA PuBLIC HEALTH Law

The Virginia Constitution

Like the federal Constitution, the Virginia Constitution sets limits on the powers of the state while
providing affirmative grants of governmental powers. The Commonwealth of Virginia's constitution
explicitly provides many of the same or similar guarantees of individual rights set forth in the federal
Constitution. These rights include due process rights to life, equal protection, freedom of religion
and speech, and a prohibition against unreasonabl e searches and seizures. Unlike some states,
however, the Virginia Constitution does not explicitly provide for additional protections such as an
individual's right to privacy, athough the Commonwealth's legislature (the General Assembly) has
acted where the constitution is silent (see Virginia Public Health Information Privacy Laws below).

While the Virginia constitution does not explicitly grant the General Assembly the power to promote
or protect public health or to provide for public welfare, the General Assembly is given broad
authority to act in areas not otherwise restricted. The omission of specific grants of authority shall
not be construed to deprive the legislature of such authority. Asaresult, Virginia public health law
and regulations are largely defined by the General Assembly.

TheVirginiaconstitution also authorizesthelegidatureto create
political subdivisions, subject tofew limits. Pursuant tothis

concentration of lawmaking power, thelegidature hasorganized the The Virginia constitution, unlike
Commonwesalth into 95 countiesand hundreds of cities, towns, and some states' constitutions, does

other regiona governments. Virginiaoperatesunder the Dillon Rule not expressly empower local
which statesthat local governmentshaveno powersother thanthose | governments with "home rule”
expresdy or impliedly granted them by the state. Asaresult, Virginia powers.

public healthlaw and regulationsarelargely defined by the State
legidature, executed and refined by state agencies, and subsequently followed and admini stered at thelocal
level of government.

The General Assembly may specifically assign local governments the power to create ordinances or
other lawsin the interest of public health. Occasionally, local enactments pursuant to these
delegations of public health powers may interfere or overlap with state law. When this occurs, the
authority of the state to act prevails, though Virginia courts try to reconcile such overlap wherever
possible.

Virginia Public Health Statutes
Unlikemany states, Virginiahasstatutorily enacted acomprehensiveand fairly sophisticated mission
statement regarding the protection of the health and safety of itscitizens:
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The General Assembly finds that the protection, improvement and preservation
of the public health and of the environment are essential to the general welfare
of the citizens of the Commonwealth. For thisreason, the State Board of Health
and the State Health Commissioner, assisted by the State Department of Health,
shall administer and provide a comprehensive program of preventive, curative,
restorative and environmental health services, educate the citizenry in health and
environmental matters, develop and implement health resource plans, collect and
preserve vital records and health statistics, assist in research, and abate hazards
and nuisancesto the health and to theenvironment, both emergency and otherwise,
thereby improving the quality of lifein the Commonwealth.

Pursuant to this broad, tripartite mission, the Virginia General Assembly has declared public health
to be afundamental, governmental responsibility and has subsequently enacted an array of statutes
creating and authorizing various state and local governmental agencies and departments to regulate
and carry out public health functions.

Many of these agencies are overseen in the executive branch by the Secretary of Health and Human
Resources. The Secretary, appointed by the Governor and subject to confirmation by the General
Assembly, carries out a host of duties regarding multiple state health agencies at the discretion of the
Governor. These dutiesinclude (1) resolving administrative, jurisdictional, operational, or policy
conflicts between state health agencies; (2) formulating a comprehensive budget for health-related
programs; (3) holding agency heads accountable for their administrative, fiscal and program-related
responsibilities; and (4) developing goals, objectives, and policies toward the effective and efficient
operation of government.

State agencieswhich contributeto public health objectivesinclude the Department of Emergency
Services (which coordinates the state's emergency preparedness and response efforts for avariety of
disasters); the Department of Labor and Industry (primarily responsible for occupational safety and
health); the Department of Health Professions (which provides for the licensure of physicians and
nurses); the Department of Rehabilitative Services, the Department for Rights of Virginians With
Disabilities, and the Council on Human Rights (which assist individuals with disabilities
concerning issuesof abuse, neglect, and discrimination); the Department for the Aging (responsiblefor
planning, coordinating, funding, and eval uating some hedlth-related programsfor older Virginians); the
Department of Mental Health, Mental Retardation and Substance Abuse Services (concerned with
mental healthissues, including research and surveillance); the Department of Medical Assistance
Services (which administersthe state's M edi cai d servicesto the Commonweal th'slow-income popul ation);
the Joint Commission on Health Care (alegidative commission which studies, reports, and makes
recommendationsto the General Assembly on multiple health-related areas); and the Virginia Tobacco
Settlement Foundation (recently established to allocate money from the Virginia Tobacco Settlement
Fundto programsand initiativesthat seek to limit minors accessto tobacco products).

Most traditional public hedthfunctionsin Virginiaare centrally administered, if not performed directly, by
one of three state agencies. the Virginia Department of Health (VDH) (www.vdh.state.va.us), the
Department of Environmental Quality (DEQ) (www.deg.state.va.us), and the Virginia Department
of Agricultureand Consumer Services(VDACYS) (www.state.va.ug/~vdacs/vdacs.htm). Therespective
dutiesand functionsof these state agencies, though at times overlapping, are distinguished by the genera
legidativeintent underlying theagency'sestablishment. VVDH isprimarily responsiblefor regulating public

101



health mattersrel ated to the control of communicabl e diseases, administration of public health care, and
someissuesof public safety. DEQ isdelegated the authority to regulate environmental threatsto health.
VDACSisrespons blefor the control of some public health nuisances, although many of itsdutiesintersect
withthoseof VDH and DEQ.

Municipal/Local Public Health

As mentioned above, Virginia has constitutionally provided for the establishment of counties, cities,
towns, and regional governments. Virginia statutory law further classifies these divisions of local
government and clarifies their powers. Among other public health powers, municipal corporations
(counties and cities) can regulate in the interests of (1) abating public nuisances; (2) requiring trash
removal; (3) removing or repairing dilapidated buildings; (4) requiring security fences surrounding
swimming pools; (5) requiring the installation of smoke detectors in certain buildings; and (6)
prohibiting certain forms of discrimination beyond that prohibited by federal or state law. State law
also conveysthe general power to municipalities to promote the general welfare, safety, and health.
Local ordinances may not offer |less protection than that afforded by Virginia state law or
administrative regulations.

While counties and cities are allowed some discretion in the exercise and passage of public health
ordinances via authorization pursuant to state law, most public health functions are undertaken
through local departments of health which are contractually overseen by the Virginia Department of
Health. Each county and city in Virginiais statutorily required to "establish and maintain alocal
department of health which shall be headed by alocal health director,” who must be alicensed
physicianin Virginia. Counties and cities may enter into contracts with the State Board of Health to
assist, financialy and otherwise, with the operation of the local health departments. The State Health
Commissioner has broad discretion in managing such health departments, is responsible for
appointing alocal health director, and may consolidate these departments into district health
departments to allow for the performance of their functions in a more efficient and economical
manner. There currently exist 35 local health districtsin Virginia.

Counties and cities which choose not to enter into such contracts with the Board of Health are
authorized to operate independent local health departmentsand appoint their own health directors, although
the Commissioner retainssignificant oversight over these departmentsaswell. Only the Citiesof Richmond
and Arlington, and Fairfax County, have established independent health districts. TheBoard of Hedlthis
authorized to perform the duties of local health directors and departmentsfor those countiesand citieswhich
do not enter into contractswith the Board or which do not establish independent health departments.

Local boardsof health are statutorily and contractually bound to administer many public health functionsand
servicesin accordancewith state requirements. Whilethisdual relationship could be seen asde-

emphasi zing theroleof loca governmentsin public health, the stateand locdl relationshipismore
cooperativein practice. VDH officiasrecognizethe need for astrong local presencein public healthand
seemwillingtolistentoloca concerns. Local hedlth officialsunderstand the need for state oversight,
expertise, and fundsto conduct public health programsandinitiatives. Asaresult, public health goasare
idedly achieved through amutually-respectful working relationship between stateand local public health
offidas
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Virginia Public Health Information Privacy Laws

Absent an explicit state congtitutional right to privacy, the Virginialegidature hasenacted multiplelawsto
protect the confidentiality of personal medical and public healthrecords. ThePrivacy Protection Act of
1976 requiresgovernment agenciesthat maintaininformation systems containing persona ly-identifiable
information (including medical information) to ensure safeguardsfor persond privacy. However, the Privacy
Actismore procedural than substantive. Substantive health information privacy protectionsaregenerally set
forthintheMedical RecordsPrivacy Act. Thislaw recognizesapatient'sright of privacy inthe content of
hisor her medical record and generally prohibitsmedical providersfrom disclosing (or othersfrom
redisclosing) such recordswithout apatient'sinformed consent. The Supreme Court of Virginiahasheld
that the unauthorized disclosure of medical recordsby amedical provider constitutesmedical malpractice.
However, thegeneral rule against disclosuresissubject to multiple exceptions. It doesnot apply to
worker'scompensation claimsor the medical recordsof minors. Disclosureswithout consent areallowed
for over two dozen statutory reasons, including, for example, (1) pursuant to subpoenaor legal testimony;
(2) where necessary to carefor the patient or collect aprovider'sfee; (3) "to communicate apatient's
specificandimmediatethresat to cause serious bodily injury or death of anidentified or readily identifiable
person;” or (4) "[a]srequired or authorized by any other provision of law including contagious disease,
public safety, and suspected child or adult abuse reporting requirements.”

Though the Commonwealth has declared information held by state agencies to be public records
open to inspection pursuant to its Freedom of Information Act, it specifically exempts from
disclosure "[m]edical and mental records.” This exception, however, does not prohibit a state agency
from releasing confidential health or safety information to the subject person whose health or safety
is affected, or to a physician of the subject person's choice. For minors (under age eighteen), such
access to medical records must be asserted by a parent or guardian.

Like most states, Virginia has not implemented broad public health information privacy protections
through the passage of asingle statute. The legislature has instead enacted a series of privacy
provisions relating to specific public health information, including vital records and health statistics,
HIV/AIDS data, communicabl e disease information, infant screening for certain genetic and
metabolic diseases or congenital anomalies, data gathered by the statewide cancer registry, medical
research data, and insurance records.

On a statewide level, the legislature has created a Center for Health Statistics which collects health-
related records, vital records, and other datain conjunction with the Board of Health and VDH under
the supervision of the Commissioner. Concerning vital records and statistics, county and city health
directors are authorized to serve as registrars of vital records and health statistics and collect
personally-identifiable health records in their respective jurisdictions. Some data services, including
compilation, storage, analysis, and evaluation are performed on a contract basis by non-profit
entities. Though the aggregate data gathered by the Center for Health Statistics are publicly
available, the specific identities of patients, physicians, and employers may be released only for
research purposes and only if such data are encrypted and cannot reasonably be expected to reveal
patient identities. Further, no report published by the non-profit organization or by the Commissioner may
present persondly-identifiableinformation.

The State Commissioner of Health isgiven broad authority to examinemedica and health records, and may
examinethoserecordsof "every practitioner of the healing artsand every personin charge of any medical
carefacility" ininvestigating, researching, or studying diseases" of publicimportance.” Thoughthe
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Commissioner isrequired to preservetheanonymity of such records, she may divulgetheidentities of
relevant patientsand practitionersin the course of aninvestigation, research, or study.

Specific privacy provisions vary with respect to certain diseases. The records of children suffering
from congenital anomalies, for example, may be released only to their physicians, parents, and for
studies which do not identify the individuals. HIV test results submitted for laboratory analysis may
not be disclosed except: (1) to the health care provider ordering the test; (2) to the person who isthe
subject of the test; (3) to the spouse of the subject of the test; (4) to VDH; (5) to parents or legal
guardians of minors; (6) to any facility which procures, processes, distributes or uses blood, bodily
fluids, tissues, or organs; (7) by court order; (8) to medical or epidemiological researchersfor
statistical use only; (9) to departments of health outside the Commonwealth for disease surveillance
and investigation; and (10) to other persons authorized by law to receive such information.

GUIDELINES FOR REFORMING VIRGINIA PuBLIC HEALTH LAw

Through active reform over the past several decades, Virginia has re-organized its public health
system at the state and local levels, updated its statutory code in many instances, and aggressively
implemented effective state administrative regulations. Most public health expertsin the
Commonwealth suggest that the state's public health system is well-designed, thorough, and
functioning. The public health iswell-regarded for its ability to attend to most traditional public
health functions, including communicable disease control, health prevention activities, licensing and
inspection, public health education, and environmental issues. Virginiaiswell ahead of other less-
populated and less-wealthy jurisdictions which may struggle to provide even basic public health
servicesto their entire popul ations because of a fundamental lack of organizational structure and
deficient public health laws. Despite these observations, the Commonweslth's public health laws can
be improved.

Whether Virginia should reform its substantial and, at times, sophisticated public health law remains
open. Law reform is not the inevitable result of the public health law improvement process pursuant
to the Turning Point Project (although it could be). While this report discusses many of the benefits
of law reform, there are also risks. First, once abill isintroduced in the legislature, it can become
politicized. Second, enacted laws can tie the hands of public health officials. For this reason, many
public health professionals emphasize the need for flexibility. Finally, once the relationships among
various groups are delineated in legislation, it could result in great distrust. Despite these evident
risks, it isimportant to see the benefits of public health law improvement. With thisin mind, we
propose the following guidelines for public health law improvement in Virginia, not necessarily in
order of their priority.

Avoid Separate Disease Classifications and Disease Specific Laws

The primary epidemiologic rationale for classifying diseases and treating them differently isto
distinguish between modes of disease transmission. However, the origins of this differential
treatment may be better explained by historical and politica influencesthan by reasoned distinctionsor
thoughtful strategies. Theresult often createsdifferent standardsand proceduresfor different diseases.
Thus, thelega environment for controlling health risks depends on how thediseaseisclassified. A strong
argument existsthat public health law should be based on uniform provisionsthat apply equally toal health
threats. Public hedlthinterventions should be based on the degree of risk, the cost and efficacy of the
response, and the burdenson humanrights. These considerations cut across disease classifications.
Virginiapublic hedthlaw largely reflectsthese observationsinitsattempt to classify communicablediseases
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under limited headings. Theelimination of someexisting lawswhich apply differing sandardsto certain
diseasesor conditionswill contribute toward theimplementation of asingle set of standards and procedures,
clarify legd regulations, and might diminish politically-motivated di sputesabout existing and newly-emergent
diseases.

Base Public Health Decisions on the Best Scientific Evidence of Significant Risk

In combating public health threats, health officials need both clear authority and flexibility to
exercise powers and sufficient guidance. Consequently, an effective and constitutionally-sound
Virginialaw requires arational and reliable way to assess risk and establish fair procedures.

Virginia public health law should give public health authorities the power to make decisions based
upon the best available scientific evidence. Public health officials should examine scientific
evidencein the following areas: (1) what is the nature of the risk (e.g., the mode of transmission)?
(2) what is the probability that the risk will result in harm? (3) what is the severity of harm should
the risk ensue? and (4) what is the duration of the health risk? Provided health officials act with a
good foundation in science, they should be supported by public health law. And where scientific
evidence may not provide suitable public health responses, public health authorities should have a
flexible range of powers to address such instances.

PROVIDE FAIR PROCEDURES
Public health officials need ample and flexible powers to protect the common welfare.
Coextensively, the community needs to have confidence in the fairness of public health practice.

Virginiapublic health law may generally delineate the powers of public health authorities without
suggesting the manner in which they may be exercised. For example, Virginia statutory law
authorizes the Commissioner . . . to require quarantine, vaccination or treatment of any individual
when [she] determines any such measure to be necessary to control the spread of any disease of
public health importance.”

Public health law should ensure fair procedures. The nature and extent of the process required
depends upon several factorsincluding:

1. The nature of the interests affected,;

2. the risk of an erroneous decision;

3. the value of additional safeguards; and

4, the administrative burdens of additional procedures.

Except in an emergency when rapid responseis critical, public health law should assure afair and
open process for resolving disputes about the exercise of powers and authority.

In Virginia, some of these procedures are legidatively set forth in the State Administrative Procedure
Act which requires standard fair procedures to be followed in the production of administrative
regulationsaswell asthe hearing of cases pursuant to the exercise of public health authority by state
agencies. Theserequirementsprovideaworkableframework, but may require additional supplementation
incaseswhere sengitive personal healthinformationisinvolved or individual libertiesmay berestrainedinthe
interestsof the public health.

Statelaw concerning isol ation hearings provides some standard due process protections, including (1)
conducting the hearing beforean impartid tribuna inatimely manner; (2) theindividua'sright toinformation
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about the public health action, right to an appeal, and theright to counsel; and (3) the declaration of findings
to be made beforeisolation may be ordered. Whilethese protectionscollectively represent fair procedures,
itisimportant to notethat the authority to isolateindividua sextendsto anyone who the Commissioner
determinesmay beknowingly engaging in at-risk behaviorswhich threatenthe public hedlthinrelationtoal
communicablediseases. The potentia for inappropriate public health responsesto certain communicable
diseasesexigts, dthough statutory law and administrative regul ations concerning isol ation suggest that the
least restrictive course of action betakenin any given case.

IMPROVING RELATIONSHIPS AND RESOLVING DISPUTES

Regular and meaningful exchange of information between state and local public health agenciesis
critical. Asdiscussed above (see Benefits of a Public Health Improvement Process), the
relationships between federal, state, and local public health authorities are critical. Prior leadership
issues and reported failures to work effectively between officials at the state's two primary public
health agencies (VDH and DEQ) as well as some distrust of state government among local
governments provide ample reasons for increased communication in the future. While Virginia
public health relies on core rel ationships between state public health agencies and local health
departments, there exist few legidative requirements that these entities regularly engage in public
health discussion. State public health agencies may tend to see their missions narrowly and attempt
to avoid certain issues that do not fit neatly under their responsibilities to the detriment of the public
health. Local governments may resent what are viewed as unfunded mandates streaming down from
state public health agencies where local involvement in the decision-making process is non-existent
or not respected.

Rather than rely on public health communication stemming from an emergency or crisis, state and
local public health officials should conduct formalized, meaningful, and ongoing discussions with
each other and members of the private sector. This could have several beneficial effects. First, it
helpsto plan in advance to avoid conflicts. Second, it provides a mechanism for responding to crises
when they arrive. Third, and most important, it enhances familiarity and trust among different
groups in the public health infrastructure.

BALANCING BENEFITS ACROSS THE COMMONWEALTH

Virginias public health system is built around highly-organized, centralized state agencies, primarily
VDH and DEQ), that distribute their expertise and resources through state-mandated local
departments of health. This system may be commended for stretching its protections to each segment
of the population. In other states, many individuals may lack access to and the benefits of any
meaningful public health services. While Virginia canvases the state with public health coverage,
public health services vary acrosslocal health districts for reasons which are both financial and
political. Such variances are understandable. They are also ethically problematic where some state
citizens enjoy less public health protections depending upon their locale. Where millions of people
nationwide cannot afford, or otherwise choose not to obtain, adequate health insurance in the United
States market-based health care system or through Medicare/Medicaid, public health services may
be one of few sources of primary care for under-privileged individuals (although nonprofit hospitals,
religious organizations, and other private sector entities often provide such care). Whilethe
Commonwealth has not assumed a duty to provide individual health care for these persons, it seems
incumbent upon the state to ensurethat public health benefitsareasevenly distributed as possiblewhereit's
public health missonincludesimproving thequdity of lifefor al citizens.
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Theuneven distribution of public health servicesisresolvable. Throughlega reformor otherwise, Virginia
should strive to balance the coverage of public health servicesand resources acrossthe statefor the
betterment of itsless-fortunate citizensand theimprovement of public health outcomesgenerally.

PRIVATE SECTOR AND THE PuBLIC HEALTH

Public health has always envisioned the cooperative efforts of the public and private sectors.
Increasingly states are turning to the private sector (e.g. medical providers, hospitals, health insurers,
managed care companies, nonprofit organizations) for assistance with public health goals. While
government must remain primarily responsible for the public health, the private sector may serve
important roles (e.g., population-based disease screening, provision of indigent care, surveillance
assistance). Like the relationships between governmental public health agencies, the relationships
between public and private sectors can be formalized through state law. Asthe potential
collaboration between public and private sectors becomes a core facet of public health planning,
these formal relationships may work overall to strengthen the public health system. While public
health officialsin Virginia support collaboration between the public and private sectors, there exists
little to any law supporting or requiring these joint pursuits.

DATA PROTECTION: PuBLIC HEALTH DATA NEEDS & PRIVACY CONSIDERATIONS

The collection, storage, maintenance, and use of vast amounts of information about the health of
populationsis one of the core functions of public health. Surveillance is among the most important
functions of public health, permitting early identification of health threats, targeted delivery of
prevention services, and links to treatment and other services. Public health law must enable,
encourage, and fund a strong public health information infrastructure.

While Virginialaw generally supports the privacy and confidentiality of personally-identifiable,
government-held health information, these statutes and regulations singularly and collectively raise
some privacy concerns. These statutes may exceptionalize some data to the exclusion of other,
equally-sensitive health information, fail to provide meaningful privacy protections, and tend to
imprecisely define privacy protections which are provided (although administrative regulations may
remedy some of thisimprecision). The latter two of these points are perhaps demonstrated
concerning Virginia's administrative regulations concerning contact tracing [or as commonly known,
partner notification].

Although partner notification is an accepted component of public health surveillance concerning
communicable disease, it involves the exchange of sensitive, personally-identifiable information
about infected individuals and their partners. Local health departmentsin Virginia are required to
conduct contact tracing in cases involving HIV infection, infectious syphilis, and tuberculosis, and
may perform contact tracing for the other diseases”. . . if deemed necessary to protect the public
health." The affirmative requirement that local health departments perform partner notification for
HIV, syphilis, and tubercul osis suggestively rejects the ethic of voluntarism underlying its practice
and may offend the privacy interests of infected individuals. While administrative regulations
prohibit the release of names of informants or infected persons to contacts by the health department
and otherwise requires all information obtained to be kept "strictly confidential,” they do not attempt
to clarify the extent and meaning of these protections.

In the absence of a structured statutory approach to protecting public health information privacy,
certain privacy infringements and breaches may occur which could have deleterious effects on public
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hedlth. Several public health expertsinthe Commonweal th acknowledge the need for public health
information privacy reform.

Statutory provisions governing data collection and privacy must seek to satisfy two goals that will, at
times, conflict: ensuring up-to-date information for public health purposes and protecting that
information from inappropriate disclosure. Balancing these competing goals can only be
accomplished through the implementation of policies and practices consistent with set guidelines.
The guidelines below concern only personally identifiable data which pose the most significant
privacy concerns.

Justification for Data Collection
Public health authorities should justify the need for data collection and be given flexibility
in making thesejustifications. Valid justificationswould include surveillance, disease
monitoring, and epidemiological (and related) research; preventing apublic healthrisk;
and providing services for the community, including interventions in avoiding and
ameliorating public health threats.

Community Accessto Information

A community should be generally informed about aggregate data collection by public
health departmentsand its purposes. Even whereinformationisnon-identifiable, people
should generaly be aware of the sorts of data collection undertaken by public health
departments. Aggregate public health data should be made accessible by community
members for virtually any purpose.

Fair Information Practices

Fair information practices demand that no secret data systems exist, that persons have
access to data about themselves, and that public health officials should ensure the
reliability and accuracy of the data.

Privacy Assurances

Legally binding assurances of privacy should attach to all personally-identifiable
information. Public health officials should maintain confidentiality and ensure asecure
data system. Unwarranted disclosures should be prohibited. This does not mean that
public health officials should be restricted in essential health uses of data; rather, they
should have wide flexibility in using data for all important public health purposes.
Thus, public health officials could share information across programs provided the
information isnecessary to achieveavalid public health purpose.Penalties should exist
for unauthorized disclosure for non-public health purposes. Thus, legal protections
should prevent unauthorized disclosure to commercial marketers, employers, insurers,
law enforcement, and otherswho might use theinformation for incons stent, unwarranted,
discriminatory, or commercial purposes.

CONCLUSION

Virginias public heath system iscommendablein many ways. The Commonweslth'spublic health lavsoften
reflect sophistication unseenin other jurisdictions. However, thereremainsopportunitiesfor improvement.
The preceding Recommendations, supported by our study of public health law in Virginia, present guidelines
for legal reform. Specific statutory language needed to accomplish thesereformsremainsto be drafted,
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reviewed, critiqued, and ultimately submitted to thelegidature. The decisionwhether to undertakelegal
reform must be carefully weighed by key public health actorsinthe State. Thisdecision should beultimately
motivated not by political interestsnor potential complications, but rather by adesiretoimprove public
health practice and outcomes. Ultimately, thisistheoverriding goa of the Turning Point Projectin Virginia.
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| MIPLEM EN TATION

In order to strengthen public healthinthefutureitiscritical to understand whereyou areand whereyou
want to go. Turning Point sought input on placesto begin the process of strengthening public health.
Workgroup memberswererecruited to provideinput on health education and communications, accessto
care, communicabl e disease control, environmental health, and healthinformation. A total of twenty-six
different implementation Strategieswere generated by Turning Point'sfiveworkgroupsand staff to address
concernsraised by thecommunity. Each workgroup anayzed current public healthand identified areasfor

improvement.

All twenty-six possibleimplementation strategieswere
presented to the Steering Committee. Detailed
information about each strategy waseva uated and
discussed. Eachindividua member of the Steering
Committeewas asked to select the eight strategiesthat
they thought werethemost compelling. The Steering
Committee selected nine strategiesasmost critical to
grengthen publichedthinVirginia

Turning Point examined these nine strategiesin detail,
looking a severd critica dementsincluding funding,
timeframes, and workforce and technology
requirements. From these nine strategies, the Steering
Committee selected animplementation strategy that
combined severd critical concerns. ThisCommunity
Hed th Improvement Plan incorporates community

Assessing the Economics of
Prevention

Community Health Needs Assessment
Increasing Active Surveillance
Information Infrastructure
Improvements

Public Health Marketing and
Public Awareness

Training and Workforce
Development

VDH's Role in the Safety Net
Water Resource Planning
Virginia Center for Community
Health

health needs assessment, public awarenessand ng the economicsof prevention. Virginia's Turning
Paintinitiativewill present thisissuefor funding to the Robert WWood Johnson Foundation.

ASSESS THE ECONOMICS OF PREVENTION

Assessing the economics of prevention would provide VDH the opportunity to quantify costs and
benefits of public health programs and services. VDH must show that money spent on prevention
leads to positive health outcomes in the long run. This assessment could be done either by a
consultant or internal staff hired with health economics expertise. Either way, a study like this

would take about two years to complete.

Assessing theeconomicsof prevention could also serveasthe basisfor program devel opment and media

and marketing strategiesfor the health department. 1t would giveVDH theability to articul ate the costsand
benefitsof prevention programs. A comprehensive assessment would includealiterature search. A review
of existing studieswould giveVV DH abetter understanding of how the economicsof prevention hasbeen
assessed in other states. From that point, the assessment would consider other modelsand comparethem
to our own. VDH will need to conduct cost benefit analysis on the prevention programsthat already exist.
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Based upon theresultsof thisanalysis, VDH can design new prevention programs. Assessing the
economicsof preventionwill show decision-makersthe benefitsof prevention. Additionaly, it will show
health care providershow much money can be saved in partnership for prevention activities.

Thisassessment could lead to policy decisionsand even legidative action to change theway the hedlth
department operates. If the assessment showsthat money spent on prevention leadsto better health
outcomesthan money spent ondirect provision of services, then gradua changesneed to occur to reflect
VDH'svaues. Thefunding structure set between the central officeandlocal health districtswill needto
reflect the agency'sfocusand alow loca health departmentstheflexibility to best meet community needs.

COMMUNITY HEALTH NEEDS ASSESSMENTS

Four out of five of Turning Point'sworkgroups recognized that Virginiadoes not effectively assessthe
state'shealth needsat the community level. Thiswasa so akey finding of VDH'sinternal assessment
completed by national consultants, Dr. Bernard Turnock and Dr. Suzanne Dandoy. Throughout theyears,
needs assessments have been conducted by someindividua hedlth districtsaswell asprivate health
systems. However, there hasyet to be asystematic approach to Community Heal th Needs Assessments
that would yield comparabl e health datastatewide.

Barriersto assessmentsexist at both the state and local level. Health districtsmay not havetheresourcesto
conduct assessmentsor availabletools. Decision-makersmay fed that the servicesprovided by local hedlth
departmentsare already well matched to the perceived needs of the community, or that the assessments
could lead to community expectationsthat cannot bemet. Statewide, staffing and afocuson mandated
servicesredtrict theability of health districtsto accomplish new goals. Thislack of budget flexibility to
redirect resourcesto different prioritiesa ong with the concern that identification of new initiativeswill not
get state-leve or policy support has not encouraged many localitiesto do Community Health Needs
Assessments.

In order to overcomethese barriers, VDH needstoinitiate Community Health Needs A ssessmentsat the
hedlth district level. These assessmentsshould bedoneonceevery fiveyears, withinterim reviewsdriven
by community needs. Thefirst step inidentifying community health needsisto select an assessment tool.
Therearemany different assessment tools, ranging fromthose privately devel oped to thosethat follow
national modelsdeveloped by public health agencieslikethe Centersfor Disease Control and Prevention.
When selecting atool, it isimportant to balancethe comparability of datawith thelevel of community buy-
in. Inother words, if the assessment tool were custom built in each community, it may bolster local support
but it may not be anal ogousto datafound in other hedth districts, greatly reducing the comparability of the
data. Theideal tool needsaset of questions asked statewide and certain questionstailored tolocal
concerns. Ensuring that community partnersareinvolved in question development will enhance
participation. Itisimportant that public health and itspartners agree on the appropriatetool and questions.

Once atool is selected, organizations, including health districts, will need training in order to
effectively implement the assessment. Currently, health districts do not have the staff or resourcesto
complete this process on their own. Thus, it is essential to partner with the local community for
support. Health districts can partner with local hospitals, universities, and faith communities for

gtaff and funding. Oftenindividuasand organizationsclosest to thecommunity will bemoresuccessful in
collecting information. Each hedth district should work to form volunteer coditionsandto providethe
necessary training. Idedlly, each hedlth district should try to gain crucid information through mail surveys,
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telephone surveys, or door to door surveys. Local health districts may need up to oneyear to collect
community hedth data

At the conclusion of the data collection phase, analysis must begin. The raw data should be refined
to meet the health information needs of all community partners. The information gained through
CHNAs should then lead to at least two products. Thefirst isa Community Health Report Card.
This report card would reflect the results of the needs assessment. Then, areas for improvement
would be addressed through each community's Action Plan. This second product should outline
specific steps to be taken to target each concern identified in the Report Card, and what groups are
responsible for specific actions. This processis essential in making sure that the assessments lead to
real improvements in community health. Once a comprehensive CHNA has been conducted and the
dataanayzed, it will beimportant for public health and itspartnersto inform decision-makersof theresults.
When policy makersunderstand the val ue of assessment activities, they will be moreinclined to resource
them. Turning Point has chosen to apply to the Robert Wood Johnson Foundation for fundstoinitiatethis
processaround Virginia

INCREASE ACTIVE SURVEILLANCE

In order to reduce the spread of communicable diseasesin Virginia, it isessentia for VDH to be able
to track when and where diseases occur. There are two types of surveillance used for this purpose:
active and passive. Passive surveillanceis currently used most frequently to acquire disease
diagnosis information. Simply put, passive surveillance involves waiting for physicians to telephone
or mail health departmentsinformation on reportabl e diseases encountered intheir practices. Active
surveillancerequiresheath departmentsto contact providersand extract disease diagnosisinformation.
Virginianeedsto determinethe best mix of active and passive surveillanceto most effectively stopthe
spread of communicable diseases. Thismix could be determined by astudy of modesof surveillance.

Studying surveillancewould compare three possible modes of activesurveillancewith thepassive
survelllancetechniquesthat are currently usedin health departments. Thefirst modeinvolvespublic health
nursesvisiting phys ciansofficesto extract datafrom patient fil es, the second focuses on public health nurses
calling the physiciansofficesto get the data, and thethird relieson having the physicians officescall the
health department and report diseaseinformation to an automated system. VVDH could contract witha
nurse consultant company to hire nursesto perform these studies. These nurse consultantswould receive
training about VVDH and the particular health district that they would represent in thefiel d.

Ideally, VDH would place one nurse consultant in each of three health districtsfor at |east athreemonth
study. Ineachdistrict, ten generd practitioners officeswould be selected to participateinthisstudy. Five
of these officeswould be active surveillance sites, alowing the nurse consultant to comeinto their officeand
review patient recordsfor diseasediagnoses. The nurse consultant would phonethe other five officeseach
week to collect the disease diagnosesinformation. All other officesinthesedistrictswould be ableto phone
theinformation into atoll-free automated tel ephone system that woul d be devel oped for any physicianto

cal intheir disease diagnoses. Thisway, thereporting could bedoneat any time. The automated system
would takethe sameinformation required on astandard epidemiol ogy form.

Once nurse consultants had gathered the di sease diagnosesinformation, it would be compared with
information obtai ned through passivereporting from the sametime period from the previousyear. Each
physicians reporting from the previousyear would be compared with the results of the nurse consultants
study to seeif active surveillanceled to more reporting of diseasediagnoses. Thedifference between active
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and passive surveillanceinthe number of disease diagnosesreported would be quantified in order to clearly
show what modes of surveillance are best.

One challenge that thistype of study presentsis the willingness of private physiciansto allow the
health department to review patient files. However, reducing the burden of reporting may be
incentive enough to encourage physicians to allow health department staff to access the information.
If enough physicians volunteer for this study, VDH would be able to develop recommendations to
enhance surveillance systems. Strong surveillance may lead to better disease control across the
Commonwealth.

INFORMATION INFRASTRUCTURE |IMPROVEMENTS

To be able to meet the health needs of citizensin the next century, Virginiamust create a strong and
lasting infrastructure on which to build the public health information system of the future.

Resources must be dedicated to enhance health information systems. In order to achieve this goal,
VDH should serve as the hub in a coordinated health information system striving for data integration
between other state agencies, hospitals, heath plans, and businesses.

Asafirst step, VDH must continue consolidating its internal information systems. This process
began in 1995. With the development of the Virginia Information Systems Integrated On-Line
Network (VISION), VDH has improved its capacity to use information technology to support
priority business activities as well as to enhance service delivery to customers and staff. Through
this operating system, VDH has provided access to a tremendous amount of health information to
internal staff and external customers. In order to develop this system further, VDH will need to
continue to incorporate other internal data systems under the VISION umbrella. Each systemis
different and requires individual evaluation and modification before becoming a part of VISION.
For instance, before VDH's Immunization and WIC-Net data can be incorporated into VISION, the
information must be scrubbed to ensure the datais universal.

Other datasystemsneed to be studied beforeincluding theminthe VISION system. Thereareanumber of
systemsthat require agap anaysisto assessthe current system against end-user requirements. Technology
and dataneeds changerapidly, VDH iscontemplating moving to aweb-based VISION system that will be
simpleto useand easy to change. V DH should study the best way to remediate dataaswell. If acurrent
systemisnot meeting the needs of theuser, VDH should study how to improveitsfunctionsto better fulfill
consumer requirements. Another magjor focusof healthinformationisdatawarehousing. A data
warehousing pilot hasrecently begun and will continue a ongside the development of VISION. The
structure and purpose of the datawarehousewill be determined by the agency's strategic business
information requirements. Eventually thisdatawarehouse should link with other external datasourcesto
createan on-linevirtua hedth datacenter. VDH'sgoa should beto makeall hedlth information available
not only to public and private health professionas, but alsoto the general public viatheinternet. Thismust
only bedoneafter security concernshave been addressed. To do this, Turning Point believesthat VDH
should be provided the appropriate resourcesto address gapsin funding for information technol ogy.

PuBLIC HEALTH MARKETING, SOCIAL MARKETING, PuBLIC AWARENESS
Public health marketing, socia marketing, and public awarenesswill help raisethe public consciousness of
VDH'smission and vision and of public healthissuesingenera. Currently VDH doesnot havea
comprehensive strategy to addressthese needs. However, health education and communi cation were
mentioned askey factorsin public healthin Turning Point'stel ephone and consumer surveys, and well asin
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focusgroups. All of these components should be addressed by an agency-wideplan. Additionally, “What
isPublic Health?” presentationsby VirginiasDistrict Health Directorsare astarting point to raised
awareness. These presentations provide animpetusfor community discussion ontheimportance of
improving public hedlth. Turning Point hasbegin discuss onson public healthwithin communities, VDH
can beginto positionitsalf asthe public health agency of the Commonwedlth.

Toraisepublic awareness, VDH needsto present itself to the public. Catchy dogansand alogo are useful
vehicles. Theseshould appear inal formsof mediaand can build product recognitionwith public hedlthin
Virginia. Proactively using existing mediaattention on hedlthissues can change negative publicity toa
positiveunderstanding of VDH. A comprehensive public awarenesscampaignwill utilize print, radio,
television, and outdoor advertising to target specific health concerns, aswell asto enlighten the public about
VDH ingeneral.

Socia marketing isanother component of acomprehensive marketing plan. Social marketingisan
approachto program design and intervention strategies. It aimstoinfluenceindividual choicesby sending
specific messagesto theright audiences at theright timetoimpact health behaviors. Centra office programs
and local health districts should be using socia marketing approaches asthey addressthe health concerns of
their community asdiscovered in Community Health Needs Assessments. Whether alocdlity targets
smoking, teen pregnancy, or handgun violence, with effective socia marketing, health districtsshould see
sgnificantimprovementsinkey areasof concern. To achievetheseimprovements, VDH will need to
partner with other entitiesin the health care sector to select ahealthissue and design social marketing
concepts. Successful, meaningful strategieswill increasethe public’sunderstanding and appreciation of
public health’'sand VDH’srole. Working together, VDH and partnerswill beableto inform, educate, and
changebehaviors.

TRAINING AND WORKFORCE DEVELOPMENT

The new millennium provides an opportunity to addressthe changing health needsin Virginia. Thepublic
health workforce must betrained inthelatest public health conceptsto be successful. Inparticular, heath
department staff need specific training in communication and publicrelaions. Both central officeand local
health district personnel need training both to improve performance and to know better how to present
public healthissuesto the public. Thiswould enhance perception of public heath. Whilethereareavariety
of training and workforce devel opment needswithin the heal th department, Turning Point isfocusing only
on communication and publicrelations.

The Centersfor Disease Control and Prevention's Office of Communications has devel oped aprogram for
health communicatorscalled CDCynergy. Thiscd-romtool can be used to systematically plan health
communication interventionswithinapublic health framework. Firgt, VDH needsto determineif
CDCynergy isan application that would be useful to the hedth districtsand program offices. VDH should
assembleateam of representativesfrom health districtsand program officesto participatein thefreetwo-
day training session offered at the CDC. If thetool isbe useful, thetraining session could bereplicatedin
Virginiato avariety of public health staff and partner organizations. The number of participantsinthe
CDCynergy training sessionislimited to the number of computersthat could belinkedin onesetting. In
order to train the greatest number of people, VDH could partner with community collegesto usetheir
computer facilities.

VDH should & so devel op web-based training modul es to educate empl oyees about the heal th department.
The health department could purchaseasitelicenseto develop training modules. One product, Trainer 5,
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from Micromedium, Inc., hasbeen purchased by Virginiaand can be used by state agencies. Agencies
have been ableto use Trainer 5 without hiring outside expertisein website devel opment or software
applications. Utilizingitsintranet to train current and new employees, existing staff could cregteatutorial
that would interactively instruct users on the structure and mission of the health department. Withthe
correctincentives, thistutorial could reach al staff at centra officeand thehedth districts. Eventualy, this
tutorial could betransferred to VDH'sexterna websitefor public consumption. VVDH could partner with
the Department of Educationto get thetraining modules placed in school curriculato start teaching concepts
inpublichedthat anearly age.

Besdesthetool smentioned above, specific enhanced skill setsin health communication methodsand
behavioral-theory based i nterventionsand communication can be taught widely to appropriate staff inthe
VirginiaDepartment of Health through on-sitetraining sess onsand distancelearning. Thiswill increase
effectivenesswith public hedlth’sinterventionsand s multaneoudy increase awareness of the Virginia
Department of Health and public hedthissues.

VDH's ROLE IN THE SAFETY NET: ASSURANCE OR PROVISION OF SERVICES?
VDH needs to determineitsrolein providing clinical health care services for the medically
uninsured and underinsured. Currently this safety net is made up of local health departments,
hospitals, free clinics, community health centers, providers, Medicare, and Medicaid. Sincethe
advent of Medicaid managed care, many patients who used to receive care from the health
department now have amedical home in the private sector. This hasreduced VDH'srolein the
safety net aswell as revenues generated through service delivery. Also, with changesin home health
reimbursement laws, it has become more difficult for local health departments to be paid for home
health services. These services had supported health department dliding fee scale clinic services.
Given the impact on revenue, VDH needsto redefineitsrolein light of all these changes.

In order to resolve thisissue, VDH could contract with a consultant to study the health department's
activities relative to the assurance or provision of direct health care services. Also, the ability of the
private sector to meet the needs of this population must be considered. Current health care
partnerships and areas of special needs should be examined. Because there have been such dramatic
changesin the health department's revenues, VDH's funding structure may also need to be adjusted.
Most of the funding that local health departments receive is based on the provision of mandatory
services or categorical funds for specific programs. However, this structure may not be the most
effective in meeting the health needs of each community. The consultant will study different
funding strategies that will foster flexibility based on local choice. Some health districts will
always serve their communities as the provider of last resort because there are no other providersin
many areas to meet those needs. However, in the districts where the needs can be met by the private
sector or through innovative partnerships, then resources devoted to clinic services should be free to
be used in other ways. The most effective and flexible model will provide funding options that are
consistent with community health needs.

The purpose of thisassessment will provideVV DH information to create new policy reflectiveof itsroleand

modify funding systemsto enhanceflexibility. Oncethat hasbeen accomplished, hedlth departmentsin
consultation with community leaders, can design programsand servicesto address community health needs.
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WATER RESOURCE PLANNING

Ensuring safe drinking water isseen asthemogt critical functionfor public health. Availablewater sources
are central to successfully mesting thisobligation. Water resource planningiscritical not only to the health of
our environment, but to the general health of all Virginians. Stepsneed to betakentoday to plan for water
resourcedlocationinthefutureto ensuretheavailability of safedrinking water for every citizen of the
Commonwealth. Therearemany organizationsinvolved in water resource planning; however, they lack
visonand coordination. Itisessentia to bring together al of thevariousactorsinthearenaof water
regulation. VDH should act asacatalyst to unite these actorsinto one single united group providing strong
leadership for water resource management. Asafirst step, VDH could host ajoint meeting of DEQ, the
Water Control Board, the State Water Commission, VirginiaEconomic Development Partnership, and the
Department of Conservation and Recreation to explore common goals.

Another action that would strengthen leadership in water resource planning is to expand the State
Water Commission. The Commission should include representatives from VDH, DEQ, and
Economic Development. These groups need to collaborate to determine the Commonwealth's top
prioritiesin terms of water use, and articulate a common vision and mission to shape future water
policy. Developing clear and consistent water policy will help Virginiato become proactivein
regards to water use instead of reacting to crises of drought or contamination. This may require
review and consolidation of existing water legislation. The involvement of industry and the publicis
acrucial component in this planning process. Without unification and the definition of one
overarching mission and vision, water resource planning will not be effective.

Conservation is the most effective method to address water shortage. It isprimarily abehavioral
issue, health education is away to inform the users. To educate people on water conservation iSsues,
VDH should develop an innovative public awareness campaign to reduce per capita water usage by
using low flow fixtures or simply trying to use less water in each household.

Another approach to water resource planning is dual systems. Dual systems allow for the use of
potable water in some areas and treated graywater in others. Dual systems are commonly used in
industrial settings. VDH should sponsor, in collaboration with the Department of Environmental
Quality, public forums on the use of dual systemsin residential areas. Treated wastewater could be
used for irrigation and toilet use, sparing potable water for al other household uses. Several other
states have initiated this system and it is worth considering for new development in the
Commonwealth. A study such as this combined with existing factual studies on graywater and
legislation that calls for the development of guidelines for graywater reuse creates a platform for
introducing the concepts to the public for feedback. It isimportant to remember that using dual
systems may cause the price of water to rise.

Water resource planning also callsfor astatewide authority to set aside parcelsof land that will not be
developed but held for future use. Theseparcelsof land will be used for reservoirs, dams, and off stream
water storage. The state needsto play aroleinwater storage becausethisissue crosseslocal jurisdictional
boundaries. Stateregulationsrequirethat when critical usagelevelsarereached, planning beinitiatied for
new water sources. Water impoundment areas need to be designated regionally so theland will not be
developed. Effectivewater resource planning now could prevent seriouswater shortagesin thefuture.
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VIRGINIA CENTER FOR COMMUNITY HEALTH

Increasing the opportunitiesfor public hedth researchin Virginiaiscritical to strengthening the public health
infrastructureinthefuture. TheVirginiaCenter for Community Heal th was proposed by the Turning Point
workgroups and supported by the Steering Committee to address deficienciesin community health research
and bean advocatefor community hedlthinitiativesacrossVirginia.

The Center would exist asan entity with aspecific mission governed by aboard of directorsthat represents
abroad spectrum of sectorsinterested in community health; public health, academic medical centers,
hospitalsand health systems, health plans, businesses, state and local government, and community-based
organizations.

The primary mission of thisorganizationisto continuethework of Turning Point and provideastructureto
maintai n effective partnershi ps between the public and private sector. The Center would study the costs,
benefits, and long termimplications of health policy decisionsrelated to public hedth. Theultimategoal isto
improvehedthinevery Virginiacommunity.

TheVirginiaCenter for Community Health will beanot-for-profit organization established tofacilitateand
promote collaborative community health effortsamong disparategroups. 1t will beaclearinghousefor
funding and research that supportsitsmission. The Center will beanintegra part of completing the Turning
Point community health improvement implementation strategy and work on sociad marketing and public
heslth |eadership devel opment i ssueswith other states.
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NEW CENEURY

TheNew Century Turning Point Partnership has had an extremely active and progressiveyear. Infact,
achievement has surpassed expectationsin several areas, whilethere have been some challengesand
disappointmentsaswell. Thisreport will briefly outlinethe progressand areas of improvement for the
second year of thethree-year Turning Point planning process.

THE POSITION PAPER

During the national Turning Point conferencein Phoenix, membersof the Partnership began drafting a
working paper that would define the guiding principlesand measure the outcomesfrom the Turning Point
process. The steering committee worked through seven formal drafts of theworking paper before
approving the current document, known asthe position paper, in March of 1999. Theworking paper
processwasabeneficial exercise; the processallowed |ess knowl edgeabl e committee membersto become
morethoroughly familiar with the Turning Point purpose and mission, whilea so providing aformal process
for dealing with differing opinionsand resolving them by consensus. Severa draftswerereviewed using the
technology of theInternet and severd drafts, including thefinal version, werereviewed during regularly
schedul ed steering committee meetings.

The New Century Turning Point Partnership was inspired to write the position paper in order to
outline expectations and overall goals on the front end, so as to avoid misunderstanding along the
way. The steering committee felt it was important to individualize a guiding document paper
because, until April 1999, there were no national guiding documents available. Also, it was
important to fully encompass the community health issues in the New Century Region of Southwest
Virginia (A 12-county, 5-city region in rural Virginiawith atotal population of approximately
500,000).

The position paper defines the mission, the approach for achieving the mission, unifying themes,
organizational structure, process, outcomes, eval uation, steering committee role, task forces,
priorities and action plans, role of the consultants and the budget.

COMMUNITY HEALTH Vvs. PuBLIC HEALTH

Aswith many partnerships, the New Century Partnership wrestled with the notion of public health
and how to best defineit. With the broad representation of the steering committee (three public
health districts, four hospitals, business |eaders, educators and community volunteers) consensus was
quickly reached to broaden the conventional definition of public health to encompass the broader
health of the overall community, which was ultimately termed "community public health.”

SYSTEMS CHANGE

Throughout the process, the steering committee hasbeen focused on transforming and strengthening the
community health systems and has made a consci ous connection between health and welInessto quality of
lifeand economic devel opment for theregion. Focusing on systems change has not been an easy and
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natural thingtodo. The partnership hasfound it morenatura tothink intermsof incremental changeor
additional layersof process; accordingly, it hasrequired effort to maintain afocus on true systems change.

For exampl e, through the connections of one of the co-chairs, the Partnership has applied to become atest
regionfor the APEX-CPH (Assessment and Planning Exercisethrough Community Partnersfor Health)
strategic planning model. During the steering committee discussions about participation asatest Siteand,
perhapsultimately, asanimplementation site, therewere discussi onsabout funding aposition or positionsto
overseetheparticipationinthe APEX-CPH pilot. During thediscussion, theissue of reallocation of existing
resources cameto light and the consensus shifted from searching for additiona funding to add animportant
new project to true systems change (re-prioritizing existing functionsand freeing up resourcesto permit a
new way of doingthings).

TRUE COLLABORATION

One of the best examplesof successand true collaboration among competing members of the steering
committeeisthejoint community needs assessment modd that has been devel oped and endorsed by the
two competing hospitalsorganizationsin theregion. Oneof the hospital swasusing an assessment tool that
did not mesh well with the Centersfor Disease Control and Prevention dataand another had not devel oped
an assessment model for Roanoke. Collaboration resulted in animproved assessment tool that wasusedin
5rura countiesintheNew River Valley section of the New Century Region, thereby providing compatible
datathroughout the Region. Importantly, the assessment tool enablesthe collection of primary datain
additionto secondary data. Again, thisiscounted asone of themost significant early achievementsresulting
from the Turning Point process.

OTHER NOTABLE CONNECTIONS TO TURNING POINT

Other notable achievementsthat aredirectly connected to the Turning Point collaboration include aspeech
ondatato the VirginiaHospital Association, aspeech onthe New Century Vision and the Turning Point
initiativeto the State Board of Health, assistance with aRobert Wood Johnson sitevisit to the State's
Turning Point initiative, apotentid joint project on worksiteinjurieswith the Blue Ridge Regiona Health
Care Codlition, and afinancid contributionto thefirst " Faith, Health, and Community Life" symposium.

TheNew Century Region enjoysanumber of regiona assets, among them VirginiaTech, theonly land grant
university inthe Commonwesalth. Among themany programsincluded intheuniversity isthe Institutefor
Community Health, Recently, the Turning Point steering committee has partnered with the Ingtitutefor
Community Health and isworking closely withitsdirector (who serves on the steering committee) and two
of itskey individuas(who will assst with the preparation of theimplementation planfunding request). This
collaboration can be cons dered anotable accomplishment of the Turning Point I nitiative during 1999.

MOVING FORWARD WITH THE PLANNING PROCESS

The position paper established five task forces to focus on key areas of interest. These were defined
as Environmental, Education and Training, Access to Health Care, Community Needs A ssessment,
and Health Promotion.

Specificissueswereidentified for each task forceand, during the course of thetask force meetings, severa

additional issueshavebeenidentified. Task Force Chairsand co-chairs have been identified aswell astask
forcecommitteemembers. Oneof theadditional benefitsof thetask forcestructurewasthat it enabled the
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Turning Point initiativeto include many moreindividual sand organi zationsthan wasfeasi blefor the steering
committee, which aready has27 members.

Thetask forces have been meeting and were charged with devel oping plans and recommendationsfor
specific projectinitiativesfor theyear 2000. Initidly, every task force struggled with how to deal withtheir
assgnment. Without specific guidelinesand criteria, even though specificissueshad been suggested, the
task force chairsand co-chairs struggled with how to make sense out of their task.

Oneof thetask force co-chairs, the dean of the college of health and human servicesfor one of the state
universities, suggested amatrix format that wasreadily adopted by acommittee of thetask forcechairs.
Thismatrix outlined the various objectives, action steps, responsible parties, timeframes, resources, funding
sources and status of each goal being devel oped by thetask force. Importantly, the matrix provided much-
needed structure and acons stent approach to planning among all fivetask forces. Perhapseven more
importantly, the matrix solution symbolizestheimportance of communication and collaboration, which leads
to consensusand implementation. At themost recent joint meeting of thefivetask forcechairs, it became
evident that thereisnatural connectivity between severd initiativesbeing devel oped that cutsacrossthelines
of thetask force.

SPECIFIC PLANNING OUTCOMES

Each of the five task forcesis honing in on priority projects that can guide the implementation phase
of the Turning Point initiative during the third year. Examples of these projectsinclude: effortsto
improve communications between various state agencies having a stake in community health,
curriculum changes of K-12 that focus on wellness, higher education collaborations on clinical
training, methods for improving the communications of health and wellness issues to the broader
community, and solving the incompatibility among existing community health data systems. Itis
expected that the steering committee will evaluate and prioritize the recommendations of the task
forcesinto a specific implementation plan to guide the Turning Point process into the next year.

FUNDING AND HUMAN RESOURCES

The New Century Turning Point Partnership has been fortunate to receive funding support from four
entities: Kellogg/NACCHO; the Foundation for Regional Excellence; the Carilion Community
Health Fund; and the Columbia/lHCA. The total budget for the Partnership is $64,000 and it is
expected that at least that much is being contributed as in-kind services by the leadership and
consultants involved in Turning Point.

AREAS OF IMPROVEMENT

Duringtheyear, we haveidentified severa areasthat could beimproved. Theideaof consistency among
theLewin Group interviewers(charged with eval uating theinitiative) would assst indleviating duplicationin
interview questions. Thisshould benefit the partnershipsthrough better utilization of time. Theissueof
TPNET, the Turning Point intranet, and amore efficacious plan for partnering woul d be of assistance.

M ore communication among theloca partnersand the state partnerswoul d be beneficial tothetotal
processof reaching Turning Point goalseffectively. Often, therewasasense of frustration with too much
materia fromtheNational level. Ingenera, it appearsthat too many resources have been allocated to the
hierarchy and theinfrastructure of the Turning Point project and not enough has been all ocated at the grass
rootslevel.
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NORFOLEK

The Norfolk Turning Point Partnership (NTTP) accomplished three of its maor goals:

[ | the generation of community-wide public awareness and participation in the Turning Point
process,

[ | the establishment of an effective public-private partnership; and

[ | the identification and use of Community Health Status Indicators.

A foremost outcomewithin the partnershipisthe determination to maintain NTPP onalongtermbasis, and

to sustain NTPPfor thefuture through Norfolk City backing, including policy discussionsand resources.

The NTPP members have worked toward a common understanding of what constitutes public health
through five Areas of Inquiry (AOI) serving as discussion groups, through community focus groups,
surveys, and data collection. The five AOIs are Education, Environment, Civic/Community based
leagues and groups, Business/Industry, and Government/Policy/Military. A Web based
environmental concern survey on the city web site was used as one avenue for input; another was a
focus group with city youth leadership. The original brochure on NTPP goals has been supplemented
by abooklet on Norfolk Health Status Indicators, which is used as atool to open discussions on
public health needs and strategies. The NTPP has begun using the NACCHO sponsored tel ecast
“Race, Class and Health” to augment discussion of approaches to disparities.

The Norfolk Turning Point Partnership believes that changes in capacity test the vigor of the human
and material resources necessary to meet public health obligations, and are concentrated in four
major areas: delivery systems, public policy, the workforce, and support systems such as training,
research, technical and information assistance.

The Virginia Turning Point Partnership ranked three National Excellence Collaboratives for
Virginia s Public Health Improvement Plan: L eadership Development, Social Marketing, and
Information Technology. The NTPP activities to date and plans for the future interconnect with and
support these priorities.

Through NTPP discussions and presentations, the concept of a community health center isbeing
explored and developed as a potentially viable model for collaborative action. Norfolk has
demonstrated a willingness to support diverse models of care, including blended opportunities such
as time and space sharing, and Turning Point has offered aforum for facilitation of feasibility issues.

NTPP recognizes the necessity of assessing how the partnership is actually influencing the policies
operative within each partner’s sphere, and the impact that the Turning Point philosophy and ideals
have in the day to day arena. Citizen and advocacy group involvement in local code review has been
supported and used to strengthen relationships and roles, and understanding of decision-making
processes.

Theincreased involvement of Sudentsat all levels, and especialy graduate studentsfrom areauniversities, is
building meaningful future capacity and workforce. Studentswereintegral to thedevelopment of the
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community health indicator booklet, surveys, and community health planning processessuch aslocal
emergency planning.

Partnership activities demonstrated how various interested parties, who join forces to discuss the
city’s public health can enrich and help each other. An example was the provision of updated health
education texts to a middle school by the medical school when such a need was noted by NTPP
members. Involvement of those already employed has also been supported through activities with
planning import such as team attendance at a combined National League of Cities and CityMatch
(local maternal and child health directors) meeting. During this event, the joint interest from the civic
and the health perspectivesin problem solving was demonstrated. Such activities show the critical
nature of public health in the city’ sdaily operational life, and the multidisciplinary nature of the
civic learning environment. NTPP supported the extension of regional surveillance planning for
arboviral disease and mosqguito control as a demonstration of capacity building in a specific technical
area. This collaboration brought together new jurisdictions beyond those that came together in the
first two years.

The partnership has used every opportunity to promote the goals espoused. Five specific initiatives
have emerged for special focusin the third year. These are a youth leadership initiative, citizen and
neighborhood academies, graduate student involvement, the use of health indicators to leverage
commitment to change efforts, and concentration on reaching those with unheard voices.
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PRINCE-WI L= LI-AM

Prince William Partnershipsfor Healthisacommunity coalition comprised of representativesof public
hedlth, hedlth care, not-for-profit organizations, volunteer organizations, mental health, special interest
groups, education, e ected officias, and thefaith community. Thegoalsof the Partnership are:

B [nvolve and engage the entire Prince William community in public health and health activities

B Assess the community health system in the Prince William Area

B Redefine appropriate public health functions

B Develop acommunity health improvement plan that integrates public health, clinical health, and
environmental health

B Facilitate new, non-traditional partnerships and strengthen existing partnerships

B Stimulate appropriate systems changes to improve the health of our community

The Partnership has enjoyed a very successful 1999 and has made significant progress in community
awareness, assessment, and community engagement. Some of the highlights of our activities are
outlined in this progress report.

Community awareness has been an important focus area for the Partnership because of the
importance of involving the community in the development of our health improvement plan. In
1999, the Partnership sponsored a successful press conference at the Manassas Mall which
highlighted children's views of a healthy community. The press and over 30 community members
were treated with speeches by The Honorable Hilda Barg of the Prince William Board of
Supervisors, Dr. Catherine Malloy of George Mason University and Rabbi Jonathan Katz of Prince
William Interfaith Volunteer Caregivers. Press conference attendees and shoppers enjoyed a display
of children's pictures and drawings for over one week. Thisimportant event kicked off the year for
the Partnership and resulted in two front-page newspaper articles, afollow-up article, one television
interview, one radio interview, and a continuing relationship with our local media.

Members of the Partnership continued the community awareness campaign by giving over 20
presentations to local agencies and organizations (e.g., Chamber of Commerce Dial ogue 2000,
Virginia Public Health Association). The Partnership was also privileged to be invited to give
presentations in several national venuesincluding: Centersfor Disease Control and Prevention
Director's Briefing, Public Health Prevention Service Annua Conference (CDC), Turning Point
Forum, and the American Public Health Association Annua Conference.

A primary concern of the Partnership sinceitsinception has been theinvolvement of thecitizensof Prince
William, Manassas, and Manassas Park, in redefining public health functionsand making systems change
recommendations. The Partnership focused agreat deal of attention and resourcesto ensuring thisinput by
sponsoring aseriesof thirty focusgroups. The questionsfor thefocusgroupswere developed over athree-
month period by over 40individuals. The questionswere designed to stimul ate discussion on systemsissues
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and public health functions. Each question was posed to groupsof professionalswith experienceinthearea
of discussion and to the general public. Focusgroupswere designed to be geographicaly and
demographically representative of thecommunity. Thefocusgroupswerefacilitated by professonasfrom
the Center for the Advancement of Public Health at George Mason University. Thegroupswere completed
inlate August and resultsare currently available.

In addition to theinformation collected through the focus groups, the Partnership has conducted over 60
interviewswith agency and organization directors about each of the programsthey offer (n>400). The
interviewscollected information onthefollowing:

B Services provided by the program

W Populations served by the program

B Types of data collected by the program

B |f and how information is shared with other programs and the public
B Kinds of data needed for more effective decision making

B Partnerships

B Purposes of each partnership

The interview information will be used in conjunction with the focus group data to inform seven
workgroups that are charged with developing strategies for the community health improvement plan.
These seven workgroups focus on the following areas:

W Personal hedlth

B Population health

B Environmental heath
B Development

W Business

W Schools

B Government

Each group will be responsible for developing three short-term, three intermediate-term, and three
long-term strategies for systems change based on information from the focus groups and interviews.

In addition to these highlights, the Partnership has enjoyed increased communication with our State
Codlition. The Partnership has representation on the State Steering Committee and participated in
two state sponsored activities, aconflict negotiation training and ascenario planning exercise. The
Partnership also made ajoint presentation with the State Coordinator at the National Turning Point
Forum.

For more information on Prince William Partnerships for Health, please contact Daniella Prepis at
703-792-6755 or viaemail at dprepis@vdh.state.va.us.
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TURNING-POINT,

By all accounts, Turning Point hashad avery successful two years. When we embarked on thisjourney
two years ago we knew the processwas ambitious. No one expected Turning Point to generate all the
answers but wedid get to the bottom of several critical issuesfor public health.

Thousandsof Virginianshave been touched by thisinitiative. Presentationsexplaining thegrant processand
itsgoa swere conducted before dozens of groups both withinthe VirginiaDepartment of Healthand
external organizations. Turning Point reached 800 individual sthrough our tel ephone survey, 50 community
leadersin thekey informant discussion groups, 350 at seven regional forumsacrossthestate. Interim
reportsweredistributed to over 3000 Virginians. Inthe second year, responding to questions about how
Turning Point heard from public health customers, 2500 VirginiaDepartment of Health consumersin
offices, clinics, on-gtevisitsweresurveyed to gain their feedback on public health activities. Sixty
individuals served onworkgroupsand 25 were members of the Steering Committeethat guided thisprocess
fromsarttofinish.

Clearly, our effortsfocused on outreach and analysis. Wekept asking the questions, "what areyour most
pressing health concerns' and " how do you thing those concerns should be addressed.” Wewere surprised
by what wefound, it changed theway wethink about public health. Unfortunately, thegeneral publicis
unaware of the breadth of programsand services provided by public health agencies. Decision-makersat
thestateand local level aresimilarly unclear about theva ue of prevention activitiesintermsof overal hedlth
of apopulation. Turning Point seeksto changethat.

Creating aroad map for strengthened public health is difficult unless you know where you are going.
Turning Point engaged in a process to envision success, identify trends and forces that affect public
health and devel op strategies to achieve the goals. This scenario planning exercise crystallized the
vision of the Steering Committee and provided some clearly marked "roads" for workgroup
members to follow as they proposed steps to strengthen public health.

Turning Point a so reached out to national consultantsto find out how well public healthisdoing. Interms
of public hedthlaw, Virginiaisahead of thecurve. That ispromising because public heath practiceisbased
inlaw. Wea so posed that same question in regardsto assessment, policy devel opment and assurance, the
corepublic healthfunctions. Given our sizeand organizationa structure, Virginiaismerely average. Itis
unfortunatethat astatethat pridesitself onoverdl quality of lifeismerely averageintermsof effortsto
advance community health. We havework to do.

Like many other planning initiatives, there were original proposed activities that were not compl eted.
Typicaly, these were due to adjustments made throughout the process and simple timing issues.
Systems change takestime. The process must be flexible to respond to changes that take place and
new issues that are identified throughout the process. No one knew if Turning Point would create a
whirlwind of activity to address public health deficiencies. Wedid.
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Some specific Turning Point accomplishments:

[ | Identified critical areasthat desperately requireresolution

[ | Impacted the internal strategic plan of the Virginia Department of Health

| Created a closer working relationship between the Virginia Department of Health and
statewide health organizations

u Educated critical stakeholders on the importance of public health activities

| Found that ongoing community health assessment and planning processes are critical in
Virginia

Turning Point will continue. Virginia has applied for implementation funds from the Robert Wood
Johnson foundation. This next phase of Turning Point will encompass afour year processto bring a
community health needs assessment to all 35 health districts, complete a cost/benefit analysis of
prevention activities and prepare a public awareness campaign around the results. In addition, there
are collaborative activitiesin social marketing and |eadership development that Virginiawill
participate in with other states to draw national attention to these complex community health issues.

Thehealth of the entire community makesVirginiaagrest placetolive, work and raiseafamily. Itisnot
perfect. Turning Pointisworkingto makeit better for al Virginians.

For thosewho participated in thiseffort at any level, thank you. Thehealth of any Virginiacommunity isour
responsibility - collectively. Turning Point has attempted to rai se awareness of the need for astrong public
health system. Only timewill tell if our endeavorsweresuccessful. To not addressgapsin public hedlth
sarviceonly delaystheinevitable. Asinthepast, therewill again comeatimewhen astrong public health
infrastructurewill beneeded. Theonly questionis- will we proactively investin that system now. If wedo
not, afuturepricewill bepaid. Itisunknownwhat the cost will be. A failed water system, communicable
disease outbreak, or lost productivity dueto chronic disease wreaks havoc on our community. Thereare
waysto improvethe health of the community and not all of them are costly or requiregovernment to stepin.
Virginiashould take stepsnow to improve hedth. Theold adageis4till true; "an ounceof preventionis
worth apound of cure.”
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